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Eisfa££ 

The  Bureau  notes  that  its  investigation  of  client  deaths  involved  a  time  period  that 
in  large  part  was  under  the  control  of  previous  DMH  Commissioners.  The  Bureau 
acknowledges  that  under  Commissioner  Sudders  who  was  appointed  in  1996  there  have 
been  substantial  improvements  in  performance  and  cooperation.  The  new  Commissioner 
has  expedited  Bureau  requests  and  has  met  with  the  Chairman  and  staff  to  help  address 
the  legitimate  issues  that  have  been  raised.  The  Bureau  is  confident  that  the  Committee 
can  work  effectively  with  the  Commissioner  to  implement  the  appropriate 
recommendations  and  to  assist  the  Commissioner  in  her  role  as  the  key  policymaker  in 
mental  health  issues. 

Commissioner  Sudders'  response  to  the  Bureau's  report  is  included  at  the  end  of 
Parti. 
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The  House  Post  Audit  and  Oversight  Bureau  ("the  Bureau")  has  completed  a 
comprehensive  review  of  Department  of  Mental  Health  (DMH)  mortality  and  DMH  death 
investigations.  In  June,  1995  the  Bureau  learned  of  information  compiled  by  DMH  in 
response  to  a  Freedom  of  Information  Act  request,  indicating  a  79%  increase  in  DMH 
client  deaths  between  1990  and  1994.  This  information,  coupled  with  a  HPAO  Bureau 
review  of  DMH  mortality  and  death  investigations,  prompted  the  House  Post  Audit  and 
Oversight  Committee  ("the  Committee")  to  hold  hearings.  The  Committee  held  two 
public  hearings  at  which  the  Commissioner  and  Director  of  Internal  Affairs  appeared  on 
the  issue  of  deaths  and  death  investigation.  The  Bureau  did  an  extensive  review  of 
mortality  information  for  the  1990-1994  period  with  a  follow-up  for  1995  and  1996. 

For  the  sake  of  convenience,  this  report  is  divided  into  two  parts.  Part  I  concerns 
death  investigations  from  DMH  facilities  for  calendar  year  1996.  Part  II  involves  a  more 
extensive  discussion  and  addresses  death  investigations  for  the  calendar  years  1993 
through  1995.  The  recommendations  presented  are  inclusive  for  Parts  I  and  II. 

There  were  238  DMH  client  deaths  in  calendar  1996.  Only  79  death 
investigations  were  undertaken.  The  Committee  received  redacted  copies  of  79 
completed  investigation  reports  involving  client  deaths  in  1996  and  14  completed 
investigation  reports  involving  client  deaths  for  the  remainder  of  1995.  According  to 
DMH,  no  reports  prior  to  and  including  1995  remain  incomplete.  A  review  of  these 
reports  by  the  Bureau  does  not  alter  our  concerns  and  conclusions  expressed  in  the  report 
as  they  relate  to  earlier  investigations. 

DMH's  ability  to  identify  and  track  its  client  base  remains  a  major  concern,  as 
does  the  Department's  capacity  to  monitor  the  provision  of  client  services  both  within 
DMH  and  with  DMH's  vendors.  The  problem  here  is  twofold.  First,  DMH  has  noted  its 
reluctance  to  use  social  security  numbers  as  a  client  identifier  because  of  client  privacy 
considerations.  Second,  the  definition  of  who  is  a  DMH  client  is  susceptible  to  different 


interpretation.    The  code  of  Massachusetts  Regulation  (104  CMR  sec.  24.02)  defines  a 

DMH  client  as: 

Any  person  who  receives,  has  received  within  the  past 
six  months,  or  has  applied  for  or  requested  pursuant  to 
the  Department's  Individual  Service  Plan  regulation  care 
or  treatment  in  any  facility  of  the  Department  or  program 
under  the  control  or  supervision  of  the  Department. 

The  Bureau  notes  that  this  definition  of  client  is  the  one  that  was  adhered  to  in  the 
most  recent  investigation.  The  Bureau  notes  the  critical  difference  between  this 
definition  and  the  purportedly  expanded  definition  that  was  initially  used  to  explain  the 
dramatic  increase  in  DMH  deaths  in  the  1990-1994  period,  (see  pgs.  6-8  in  Part  II  of  the 
report.) 

In  reviewing  the  death  investigation  reports  for  calendar  1995  and  1996,  the 
typical  recitation  consists  of  noting  the  client  has  received  care  from  DMH  within  the  last 
six  months  and  therefore  qualifies  as  a  DMH  client.  Having  received  care  within  the  last 
six  months  is  only  part  of  the  definition.  It  misses  those  who  have  applied  for  care  or 
treatment  with  DMH.  Arguably,  individuals  who  merely  apply  are  much  more  difficult 
to  track.  Notwithstanding  the  difficulty  in  tracking  those  who  have  applied  versus  those 
who  are  currently  receiving  or  have  received  care  or  treatment  within  the  last  six  months, 
including  the  number  of  applicants  would  present  a  more  accurate  number  of  DMH's 
total  potential  client  population. 

Monitoring  clients  within  DMH's  care  is  uneven.  The  calendar  1995  and  1996 
death  investigation  reports  disclose  a  pattern  of  laxness  and  inattention  on  the  part  of 
DMH  that  was  consistent  with  the  Bureau's  findings  for  the  1990-1994  period. 

While  prior  year  cases  have  been  noted  throughout  this  report,  the  Bureau 
highlights  the  following  cases  for  calendar  1996  as  illustrative  of  cases  that  demand 
immediate  corrective  action. 

1.  The  body  of  a  DMH  client  at  Parker  Street  Central  was  discovered  floating  in 
the  Charles  River  on  December  6,  1995.  The  client,  who  was  determined  by  DMH  to  be 


suicidal,  announced  he  was  leaving  the  shelter  to  seek  therapeutic  assistance  at 
Massachusetts  General  Hospital's  (MGH)  Emergency  room.    He  was  allowed  to  leave 
unaccompanied  although  observed  by  shelter  staff  as  he  departed  presumably  to  seek  care 
at  MGH.  MGH,  when  later  contacted  about  this  client,  reported  that  no  record  existed  of 
his  emergency  room  admission.   The  client  was  later  discovered  floating  in  the  Charles 
River,  deceased.  As  noted  in  the  death  investigation  report  for  this  client: 
"At  the  time  of  his  death,  there  were  no  policies 
or  guidelines  at  the  Parker  Street  Central  Shelter 
regarding  staffs  responsibility  over  clients'  behavior 
outside  the  shelter."  (DMH  Ref  Log  #06-95 -MB A-009 
10/3/96) 
The  report  goes  on  to  note  that  DMH  is  working  toward  devising  a  policy  to 
remedy  this.    A  more  alarming  issue  is  given  the  fact  he  was  suicidal,  why  was  he 
allowed  to  leave  unaccompanied?  DMH's  explanation  misses  the  point. 

In  another  DMH  client  death,  the  client  who  was  believed  to  have  been 
stockpiling  medication,  died  of  a  self-induced  overdose.  This  is  particularly  noteworthy 
when  viewed  against  a  38%  increase  in  medication  use  between  July,  1992  and  October, 
1994  among  DMH  vendors,  according  to  testimony  received  by  the  Bureau.  The 
testimony  further  notes  that  the  increase  in  medication  corresponds  to  a  reduction  in 
individual  psychotherapy  and  greater  reliance  on  group  therapy  where  therapy  is 
indicated.  The  reason  for  this,  in  the  deponent's  opinion,  is  managed  care  providers 
desire  to  contain  costs.  The  focus  becomes  cost  savings  rather  than  client  care. 

The  client,  in  the  care  of  a  DMH  vendor,  was  not  required  to  consume  the 
medication  in  the  presence  of  the  medication  dispenser.  It  is  unclear  from  the 
investigation  report  whether  the  practice  of  consuming  medication  at  the  time  of  its 
administration  was  the  policy. 

2.  Case  Number  01-06/96-H/C-041 

The  client,  while  in  a  DMH  vendor  program,  Crossroads,  was  suspected 
by  Crossroads  staff  of  stockpiling  medications,  one  of  which  was  the  anti-depressant 
Elavil.    In  fact,  the  client  committed  suicide  using  the  drug  Elavil.    At  the  point  of 


suicide,  the  client  was  residing  in  a  boarding  house  where,  according  to  the  report,  he 
informed  his  friend  and  fellow  boarding  house  resident  in  April,  1 996  that  he  was  saving 
the  Elavil  to  commit  suicide.  It  should  be  noted,  following  initial  allegations  of  the  client 
stockpiling  medications,  Crossroads  changed  from  dispensing  two  weeks  of  medication  at 
a  time  to  two  days  worth  at  a  time.  However,  the  stockpiling  had  already  occurred. 

3.  Case  Number  05-96-CPCO-075 

Although  it  was  concluded  that  the  individual  was  not  a  DMH  client  as 
had  been  determined  upon  notification  of  the  individual's  death,  a  physician  at  the 
vendor-run  Thorne  Clinic  had  dispensed  medication  to  the  individual  in  a  manner 
characterized  as  very  generous.  The  patient's  dosage  was  to  be  1  mg.  in  the  AM  and  2 
mg.  in  the  PM.  The  physician  dispensed  instead,  3  mg.  tablets  which  she  told  the  patient, 
"...  could  cut  the  tablets  and  use  them."  (p.21)  The  physician  noted  that  the  3  mg.  tablets 
had  been  given  to  her  as  samples. 

4.  Case  Number  01 -04/96-SPD-020 

Client  died  of  a  medication  overdose,  determined  to  be  a  suicide  (a  note 
was  found  at  the  scene).  The  psychiatrist  stated  that  she  had  concern  at  times  that  the 
client  might  again  attempt  to  overdose.  She  wrote  prescriptions  or  gave  samples  for 
sufficient  medication  to  last  between  monthly  visits.  The  psychiatrist  went  on  to  note 
that  she  did  not  monitor  whether  prescriptions  were  filled,  or  how  the  client  was  taking 
his  medication  (p.6). 

The  Herbert  Lipton  Mental  Health  Center  (HLMHC)  is  a  DMH  vendor  in  the 
North  Central  area.  HLMHC  provides  various  services  to  DMH  consumers  including: 
residential  services  (supported  housing),  outpatient  services,  medication/monitoring  and 
emergency  services  (see  Investigation  Report  02-96-CMA-001  dated  August  12,  1996). 
According  to  this  report,  HLMHC  was  involved  in  other  104  CMR  24  complaints  and  the 
subject  of  one  other  DMH  investigation  (02-95-CMA-071).  The  complaint  in  that 
particular  investigation  alleged  the  HLMHC  supported  housing  program  staff  forged 
client  signatures  and  falsified  other  client  documents.  Additionally,  the  complaint  alleged 
supported  housing  staff  were  improperly  documenting  and  billing  DMH  for  clients 


contact  hours  (at  page  5).     Based  on  the  investigator's  report,  the  following  were 
substantiated  (among  the  other  findings): 

a)  "There  is  a  lack  of  adequate  staff  supervision  and  training  for  Supported 
Housing  Staff."  (at  p.5) 

b)  "Client  contact  hours,  as  documented,  do  not  reflect  that  the  services  are  being 
provided  in  accordance  with  the  client's  ISP  or  PSTP."  (at  p.5) 

Vendor  monitoring  needs  strengthening.  It  is  unclear  from  the  reports  furnished 
by  DMH,  the  extent  to  which  vendor  monitoring  is  incorporated  as  part  of  the  oversight 
of  day-to-day  operations  of  DMH  clients  and  vendors. 

The  Bureau's  review  of  the  1996  reports  indicates  that  death  investigation  reports 
themselves  continue  to  be  problematic.  While  the  format  of  the  report  is  uniform,  the 
content  varies  in  length  and  detail,  kinds  of  documents  included,  and  whether  an  attempt 
has  been  made  to  contact  next  of  kin.  As  noted  elsewhere  in  this  report,  a  copy  of  the 
Medical  Examiner's  report  is  not  included,  nor  in  every  instance  is  the  police  report 
where  one  exists.  These  reports  might  well  provide  further  illumination  to  other 
reviewers. 

The  level  of  detail  present  in  each  of  these  investigative  reports  is  a  function  of 
the  particular  investigator/author  appointed.  Greater  consistency  with  respect  to 
substantive  information  is  needed,  to  the  extent  it  is  available.  In  suicide  cases,  for 
example,  the  Bureau  believes  it  is  important  to  know  in  each  case,  the  number  of  prior 
attempts  and  whether  a  contract  for  safety  existed.  What,  if  any,  remedial  action  was 
taken  following  a  suicide  attempt  or  a  successful  suicide? 

Death  investigation  reports  are  routinely  accepted.  Recommended  follow-on 
action  is  almost  never  indicated. 

On  a  more  positive  note,  toward  the  middle  of  calendar  1996,  these  reports  were 
considerably  improved  both  as  to  the  amount  of  detail  provided  and  the  length  of  time 
required  for  their  completion.  In  the  past,  particularly  in  1995,  significant  lengths  of  time 
elapsed  between  the  initial  appointment  of  an  investigator  and  the  subsequent 
reassignment  of  the  investigation.  In  one  case,  for  example,  a  one-year  delay  in 
reassignment  following  a  death.  In  another,  a  ten-month  delay.  In  1995,  the  average  time 


to  produce  a  report  was  nearly  a  year  from  the  date  of  the  incident.  Since  mid  1996,  that 
time  had  been  reduced  by  nearly  half. 

The  Bureau's  report  makes  reference  to  potentially  avoidable  deaths  throughout. 
The  Bureau  views  the  mortality  and  investigations  issues  from  a  process  perspective. 
What  measures  can  DMH  take  and  what  programs  can  it  design  or  replicate  to  better 
prevent  incidents  of  suicide  or  questionable  deaths  among  their  clients?  While  the 
Bureau  is  mindful  of  resource  constraints  at  DMH,  it  is  clear  that  improvements  are 
required. 

When  variation  occurs  in  implementing  policies  or  producing  reports,  it  is 
generally  an  indication  that  basic  and  ongoing  training  is  needed.  The  extent  of  DMH's 
ongoing  training  program  is  not  clearly  established.  Training  for  those  charged  with 
death  investigations  and  the  ensuing  report  preparation  is  critical.  Training  not  only 
informs,  it  also  assists  in  uniformity  and  responsiveness. 

A  calendar  1995  report  discloses  another  area  of  concern,  namely  client 
transitioning  from  one  vendor  to  another.  In  successful  therapeutic  interactions,  a 
significant  degree  of  rapport  exists.  When  a  vendor  contract  ends,  the  ensuing  hiatus  can 
no  doubt  produce  considerable  anxiety  for  the  client.  To  the  extent  possible,  efforts 
aimed  at  transitioning  the  client  ought  to  be  examined  to  minimize  trauma. 

5.  Case  Number  01 -07/95-HMP-036 

Client  received  outreach  services  through  Service  Net,  Inc.,  a  local 
provider.  The  contract  for  outreach  services  was  awarded  to  another  provider 
commencing  July  1,  1995.  The  change  in  providers  meant  the  client's  contacts  with  an 
outreach  worker  with  whom  the  client  had  a  close  relationship  would  terminate  on  July 
1  st.  The  client's  outreach  worker  expressed  an  opinion  that  the  client  was  adjusting  to  the 
impending  change  in  provider.  However,  the  outreach  worker  speculated  that  the  client 
may  have  lost  the  will  to  live  (p.3). 

The  investigator  noted  that  the  quality  of  services  warrants  further  review. 
especially  during  the  transition  phase  of  this  contract   (emphasis,  the  Bureau's) 


HHDKSS 

1 .  While  DMH  has  made  significant  strides  in  improving  the  timing,  completion 
and  quality  of  death  investigations  in  the  last  year,  significantly  greater  progress  needs  to 
be  made. 

2.  DMH's  policies  and  procedures  for  identifying  and  tracking  clients  were 
ambiguous  and  inconsistent.  The  Bureau  found  ample  evidence  to  suggest  that,  as  a 
consequence,  the  total  number  of  DMH  client  deaths  was  significantly  understated. 

3.  DMH  was  unable  to  conduct  all  investigations  pursuant  to  104  CMR  24, 
primarily  as  a  result  of  under-staffing  in  its  Office  of  Internal  Affairs,  the  lack  of  clear 
definition  of  what  constitutes  a  DMH  client,  and  failure  to  adhere  to  existing  investigative 
policies  and  timelines. 

4.  DMH's  investigative  processes  failed  to  produce  useful  and  timely 
information;  information  that  could  have  been  used  to  help  prevent  deaths. 

5.  During  the  period  1993-1995,  the  average  length  of  time  to  complete  death 
investigations  tripled. 

6.  Inconsistencies  and  deficiencies  were  discovered  in  the  investigative  reports 
reviewed  by  the  Bureau.  The  quality  and  format  of  these  investigative  reports  varied 
significantly  between  DMH  area  offices.  These  investigation  reports  failed  to  include  a 
copy  of  the  Medical  Examiner's  report.  Many  of  the  reports  failed  to  cite  the  ME's 
findings. 

7.  The  Office  of  Internal  Affairs'  failure  to  account  for  884  client  deaths 
demonstrated  DMH's  inability  to  properly  identify  and  track  its  clients. 

8.  The  lack  of  documentation  or  official  confirmation  of  the  cause  and  manner  of 
death  directly  undermines  the  comprehensiveness  and  usefulness  of  death  investigations. 

9.  During  the  period  1990-1996  the  Bureau  found  that  there  was  a  dramatic 
increase  in  the  number  of  cases  pending  autopsy. 

10.  There  have  been  fluctuations  in  Massachusetts  suicides  generally.  In  some 
years,  suicides  among  DMH  clients  have  increased.  While  suicides  in  Massachusetts 
decreased  from  1991  to  1992,  "DMH  suicides"  chart  indicated  that  DMH  suicide  rate 
increased  by  57.6%.   The  overall  suicide  rate  in  Mass.  increased  by  14%  from  1992  to 


1993.   Yet  DMH  suicides  fell  by  24%  in  1993  only  to  rise  again  by  35%  in  1994.  The 
fluctuation  in  general,  and  DMH  rates  in  particular,  invite  further  DMH  inquiry. 

11.  The  Bureau  questions  DMH's  definition  of  "natural  causes,"  specifically  the 
definitions  of  sub-categories  "other  natural"  and  "unexplained  causes."  DMH  relies  upon 
computer  tapes  furnished  by  the  Department  of  Public  Health  (DPH).  DPH's  computer 
tapes  do  not  include  a  category  of  "natural  causes." 

12.  A  review  of  DMH's  death  investigation  reports  for  calendar  1996  discloses  an 
absence  of  policies  governing  DMH  vendor  supervision,  and  vendor  operations  regarding 
DMH  clients. 

13.  The  Bureau  finds,  also  in  the  calendar  1996  reports,  the  absence  of  a  policy 
governing  dispensing  client  medication.  In  certain  instances,  this  permitted  stockpiling  of 
medications,  and  in  one  notable  instance  resulted  in  a  suicide  from  an  overdose. 

14.  The  calendar  1996  reports  disclose  a  lack  of  uniformity  in  contacting  next  of 
kin. 

15.  While  many  of  the  1996  reports  referenced  the  police  report,  rarely  was  a 
copy  included. 

16.  The  Bureau  found  transitioning  planning  lacking  for  clients  when  DMH 
contracted  vendors  changed.  When  a  new  vendor  was  selected,  the  client  was  abruptly 
deprived  of  his/her  therapist,  only  to  await  the  assignment  of  a  new  one.  This  transition 
period  can  prove  traumatic  for  the  client. 

RECOMMENDATIONS 

1 .  DMH  needs  to  adopt  a  uniform  identifier  for  all  DMH  clients  (e.g.  SSN)  to 
enable  it  to  accurately  define  and  monitor  its  population. 

2.  DMH  needs  to  acquire  adequate  hardware  and  software  to  allow  it  to  better 
track  its  population  and  provide  services.  Further,  this  capacity  can  enable  DMH  to 
capture  recidivism  data. 

3.  DMH  needs  to  adopt  a  clear,  operational  and  uniform  definition  of  what 
constitutes  a  DMH  client.  This  definition  should  be  consistent  with  DMH's  policies  on 
eligibility  for  services  and  should  be  uniform  throughout  the  regions. 
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4.  DMH  should  request  sufficient  staff  for  its  Office  of  Internal  Affairs  in  order  to 
conduct  timely  investigations  of  all  medicolegal  deaths. 

5.  DMH  should  adhere  to  existing  investigative  policies  and  timelines,  and 
promulgate  new  policies  where  needed. 

6.  DMH  should  conduct  a  thorough  review  of  its  investigative  processes  with  a 
view  toward  producing  useful  and  timely  information  for  use  in  helping  to  prevent 
deaths. 

7.  While  death  investigative  reports  produced  in  calendar  1996  were  done  so  in 
nearly  half  the  time  required  in  previous  years,  strict  timelines  must  be  developed  and 
adhered  to  in  the  investigation  and  preparation  of  these  reports. 

8.  DMH  death  investigation  reports  must  become  more  uniform  with  respect  to 
format,  length  and  types  of  information  required.  They  should  also  include  a  copy  of  the 
medical  examiner's  and  toxicologist's  report  (if  one  exists),  as  well  as  autopsy  and  police 
reports. 

9.  DMH  needs  to  carefully  document  and  officially  confirm  the  cause  and  manner 
of  a  client  death. 

10.  DMH  needs  to  significantly  reduce  the  time  for  death  investigation  reports 
awaiting  autopsy  results. 

1 1 .  The  serious  fluctuation  in  DMH  client  suicide  rates  with  that  of  the  general 
population  should  result  in  an  intensive  review  of  DMH  suicide  prevention  practices. 

12.  DMH  needs  to  develop  a  uniform  definition  of  what  constitutes  death  by 
"natural  causes",  "other  natural  causes",  and  "unexplained  causes".  The  Bureau 
recommends  that  DMH  coordinate  with  the  Department  of  Public  Health  to  assist  it  in 
arriving  at  suitable  definitions. 

13.  DMH  needs  to  more  closely  monitor  its  vendor  operations.  Policies  should 
be  developed  governing  vendor  supervision  and  all  phases  of  vendor  operations. 

14.  DMH  needs  to  develop  uniform  procedures  for  dispensing  client  medication 
both  in  DMH  and  vendor  operated  facilities,  as  a  way  to  prevent  suicides. 

15.  DMH,  as  part  of  all  death  investigations,  should  make  a  good  faith  effort  to 
contact  next  of  kin. 


1 6.  DMH  should  provide  for  the  smooth  transition  of  clients  from  one  vendor  to 
another,  especially  where  a  positive  therapeutic  relationship  exists  between  the  therapist 
and  the  client,  provisions  should  be  made  to  avoid  any  hiatus  in  therapy. 
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Secretary  May  23,  1997 

Marylou  Sudders 
Commissioner 

Thomas  W.  Hammond,  Jr. 

Director  and  General  Counsel 

House  Post  Audit  and  Oversight  Bureau 

Room  146,  State  House 

Boston,  Massachusetts  02133-1053 

Dear  Mr.  Hammond: 

The  Department  of  Mental  Health  (DMH)  appreciates  the  fact  that  the  House  Post  Audit  and 
Oversight  Bureau  has  completed  its  nearly  two-year  review  of  death  investigations.  I  am 
grateful  for  the  opportunity  to  comment  on  the  draft.  Attached  please  find  a  list  of  factual 
notations  that  you  may  wish  to  consider. 

DMH  welcomes  constructive  feedback  that  fosters  improved  care  to  persons  with  serious  mental 
illness.  As  acknowledged  in  the  preface  of  the  report,  the  Department  has  made  substantial 
progress,  and  remains  committed  to  conducting  internal  investigations  in  a  timely  and  complete 
manner.  Many  of  the  recommendations  contained  in  the  Bureau's  draft  have  already  been  acted 
upon,  are  in  the  process  of  implementation,  or  are  under  review. 

The  Department  has  devoted  significant  effort  to  totally  revising  its  regulations.  It  is  my  belief 
that  these  proposed  regulations,  currently  being  circulated  for  public  comment,  address  some  of 
the  basic  issues  raised  in  the  report,  including:  a  clear  definition  of  who  is  a  DMH  client;  a 
streamlined  investigations  process,  including  expanded  scope  to  private  hospitals;  involvement 
of  next  of  kin  in  the  investigation  process;  and  clarifying  the  role  of  the  service  provider  in 
coordinating  care  for  a  client  where  no  DMH  case  manager  is  involved.  The  Department  also  is 
reviewing  and  revising  its  critical  incident  policy  and  reporting  form  with  a  scheduled 
completion  date  of  September  1    The  current  policy  and  procedures  are  cumbersome  and 
unworkable.  Implementation  of  these  changes  by  the  field,  with  careful  monitoring  by  Central 
Office,  will  hopefully  address  some  of  the  systems  issues  raised  in  the  report. 

There  is  no  argument  that  the  Department  can  further  improve  on  investigations  of  deaths,  track 
its  clients  in  a  more  responsive  way,  require  its  vendors  to  continually  strive  to  improve 
performance,  and  use  information  in  a  way  that  facilitates  access  to  medical  care  for  our  clients. 
We  will  use  the  report  to  help  us  in  these  activities. 


The  findings  and  recommendations  encompass  four  themes:  Office  of  Internal  Affairs  (OIA); 
client  tracking;  vendor  monitoring,  and  use  of  data  from  investigations  into  client  deaths.  I  will 
confine  my  comments  to  these  areas.  However,  let  me  first  point  out  what  the  Department  is 
doing  to  better  define  "client. " 

As  part  of  the  Department's  proposed  revised  regulations,  the  definition  of  a  client  for  Office  of 
Internal  Affairs  purposes  is:  "a  person  who  receives  mental  health  services  from  the  Department 
or  a  program  or  facility  licensed,  contracted  for  or  operated  by  the  Department  and  who  it  is 
believed  experienced  an  illegal,  dangerous  or  inhumane  incident  or  condition."  (Proposed  104 
CMR  32.02)  This  definition  clarifies  that  the  regulations  cover  individuals  receiving  services 
from  such  a  program  or  facility  at  the  time  of  the  complaint.  The  scope  of  these  regulations  is 
expanded  from  the  prior  regulations  to  cover  facilities  and  programs  licensed  by  the  Department. 

The  Department  is  also  currently  revising  its  Individual  Service  Planning  (ISP)  regulations, 
which  will  include  provisions  concerning  eligibility  for  services  and  will  result  in  a  new 
definition  of  a  DMH  client  --  apart  from  the  definition  of  client  for  purposes  of  investigations.  A 
goal  in  developing  these  regulations  is  to  establish  consistency  in  the  eligibility  process,  as  well 
as  in  the  manner  in  which  the  Department  maintains  linkage  to  individuals  it  deems  to  be  DMH 
clients,  throughout  the  state. 

Office  of  Internal  Affairs 

During  the  past  three  years,  the  Department  has  undertaken  a  significant  and  continuing  initiative 
regarding  its  Office  of  Internal  Affairs  (OIA).  This  initiative  has  addressed  long-standing 
problems,  restructured  the  office,  and  more  efficiently  gathered  and  utilized  data  which  the  OIA 
manages.  Last  July,  an  interim  director  was  appointed;  during  the  past  nine  months  the 
Department  has  significantly  improved  its  focus  and  timelines  in  the  complaint  and  investigation 
process. 

Specifically,  these  organizational  changes  have  included:  redefining  the  role  of  investigator — 
the  person  is  now  independent  of  the  field;  full  staffing  of  30  individuals;  eliminating 
investigations  performed  by  adjunct  staff;  eliminating  a  backlog  of  incomplete  or  delayed 
investigations;  imprc^  !;,g  'he  quality,  training,  and  supervision  of  investigators;  improving  and 
more  effectively  utilizing  the  resources  available  within  the  OIA;  and  arranging  more  effective 
working  relationships  with  other  agencies  that  share  jurisdiction  with  OIA,  specifically  the 
Disabled  Persons  Protection  Commission  and  the  Department  of  Social  Services. 

While  significant  progress  has  been  made,  the  Department  can  certainly  do  more.  Our  priorities 
have  been  the  hiring  and  supervision  of  staff,  and  the  timely  completion  of  investigation  reports. 
Clearly,  some  of  the  recommendations  noted  --  particularly  quality  improvement,  usefulness  of 
reports,  and  staff  training  --  need  more  work. 

OIA  investigators  routinely  request  copies  of  police  reports  while  conducting  investigations. 
However,  not  all  police  departments  honor  such  requests.  If  an  investigator  obtains  a  copy  of  a 
police  report,  relevant  information  is  referenced  in  the  OIA  investigation  report.  The  police 
report  and  other  documents  referred  to  in  an  investigation  are  not  routinely  attached  to  the  OIA 
report;  they  are  maintained  in  the  original  case  file,  however. 
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DMH  does  not  rely  on  Department  of  Public  Health  (DPH)  computer  tapes  to  determine  cause 
and  manner  of  client  deaths.  DMH  is  currently  linked  on-line  with  DPH  and  obtains  names, 
social  security  numbers,  dates  of  birth  and  death,  and  gender  of  persons  who  have  died  in  the 
Commonwealth.  This  information  is  cross-referenced  with  existing  Department  data  bases. 
Given  the  significant  time  lag  in  public  health  data,  this  information  is  only  useful  on  a 
retrospective  review  basis. 

The  House  Post  Audit  and  Oversight  Bureau  report  recognizes  that  the  Department  has  made 
significant  improvements  in  eliminating  the  backlog  of  investigation  reports.  OIA  remains  within 
timelines  with  current  investigations.  We  view  as  positive  the  fact  that  this  report  cites  but  6  of 
93  cases  as  deficient. 

The  HSRI  task  force  identification  of  884  client  deaths  not  in  the  OIA  database  represents 
different  parameters  used  in  collecting  the  information.  As  the  HSRI  task  force  report  stated  on 
Page  6,  "Note  that  registered  clients  [as  recorded  in  the  DMH  legacy  database]  are  not 
necessarily  currently  in  treatment."  More  specifically,  their  treatment  through  DMH  may  have 
ended  significantly  more  than  six  months  before  death.  Many  of  the  884  deaths  did  not  meet  the 
criteria  of  being  clients  within  the  past  six  months. 

The  Department  has  made  it  a  priority  to  continue  training  of  OIA  staff.  During  the  past  year, 
investigators  received  training  on  Investigating  Allegations  of  Sexual  Assault  conducted  by  the 
Boston  Police  Department's  Sexual  Assault  Unit,  and  training  on  Interviewing  Techniques, 
conducted  by  Special  Agent  James  Huyler  of  the  Federal  Bureau  of  Investigations.  Investigators 
also  have  attended  trainings  and  conferences  on  Restraint  and  Seclusion;  Evidence  in  Unnatural 
Deaths;  Diagnosis  of  Schizophrenia;  Solutions  to  Psychosis;  Preventing  Abuse  and  Neglect; 
Victims'  Rights;  and  Financial  Exploitation  of  the  Elderly. 

Client  Tracking 

The  Department  currently  tracks  clients  in  inpatient  settings,  those  who  are  case  managed,  and 
those  residing  in  DMH  residential  programs.  Readmission  rates  are  tracked  at  DMH  inpatient 
facilities  and  the  Department  utilizes  this  data  in  an  ongoing  analysis  of  its  continuing  care 
system.  This  information  is  particularly  important  to  Area  Directors  and  Area  Medical  Directors 
in  their  assessment  of  linkage  between  inpatient  and  community-based  services.  With  its 
scheduled  implementation  of  a  Mental  Health  Information  System  in  FY'98,  DMH  will  further 
enhance  its  data  capabilities. 

In  addition,  during  the  past  year,  an  electronic,  statewide  critical  incident  reporting  system  for 
the  Office  of  Internal  Affairs  (OIA)  was  implemented.  This  ensures  improved  and  timely  data 
collection  and  allows  the  Department  to  conduct  trend  analysis  and  determine  indicators  of 

enhanced  risk. 

Vendor  Monitoring 

The  Department  purchases  services  from  more  than  200  providers  and  employs  a  variety  of 
mechanisms  to  oversee  quantity  and  quality.  The  focus  of  the  Department's  attention  is  on 
overall  performance,  assuring  that  vendors  have  sufficient  quality  management  practices  in 
place  to  produce  desired  outcomes.  Providers  are  accountable  for  the  service  delivered;  DMH 
monitors  performance.  Ongoing  and  regular  collaboration  by  DMH  management  and  case 
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management  staff  with  vendors  assures  that  services  are  reviewed  and  improved  over  the  course 
of  the  contract  cycle.  *.«vuurec 

Results  of  investigations  into  complaints  are  used  to  correct  problems  and  improve  services 
Investigates  are  also  used  to  develop  statewide  policy  where  warranted.  This  is  tied  to 
particular  circumstances,  and  whether  a  number  of  vendors  use  similar  practices  Statewide 
issues  with  broad  implications  are  addressed  through  changes  in  policy  or  procedure    However 
investigations  usually  point  out  issues  of  concern  to  a  specific  vendor. 

Mechanisms  used  by  the  Department  to  review  and  monitor  performance  include- 
1     Continuous  Quality  Improvement:  In  the  past  three  years,  vendors  responding  to  Requests 
for  Proposals  (RFPs)  have  been  required  to  participate  in  the  Department's  Quality 
Improvement  program.    As  part  of  this  process,  providers  must  institute  specific 
mechanisms  designed  to  continuously  review  performance.  These  mechanisms  are  reviewed 
and  become  tie  focus  of  meetings  which  assess  performance  and  identify  improvement 
Uirgets.  The  Department  also  may  require  corrective  action  plans  to  deal  with  program 
deficiencies.  In  addition,  vendors  may  initiate  quality  improvement  projects  dealing  with 
deficiencies  Results  are  shared  with  DMH.  Investigations,  incident  reports,  progress  in 
meeting  performance  outcome  measures,  rehabilitation  option  reviews  and  the  like  are  part 
of  the  process.  p 

2.    puman  Rights:  The  Department  has  policies  which,  among  other  things,  require  vendors  to 
identify  human  rights  officers.  This  affords  clients  a  course  of  action  to  register  complaints 
concerning  program  issues.  Complaints  and  actions  taken  to  resolve  issues  are  reviewed  by 
a  Human  Rights  Committee  and  the  Department. 

I.    Case  Management:  Assigned  DMH  case  management  staff  regularly  checks  with  clients 
and  program  staff  regarding  treatment.  DMH  management  staff  is  alerted  if  areas  of  concern 
arise  during  these  visits.  Area  Directors  may  meet  with  providers  and  request  corrective 
action  plans  and/or  raise  issues  at  any  time. 

1*2*?    fResiden,ial  pr°efams  «  »<*"**  by  the  Department  and  must  meet  specifie 

health  and  safety  requirements. 

Rehab  Option:  DMH  reviews  samples  of  records  in  all  Medicaid  reimbursable  residential 
programs  to  ensure  that  services  specified  in  program  specific  treatment  plans  are  provided 
Documentat,on  must  be  par,  of  the  patient  record.  Corrective  action  plans  are  required  if 
vendor  records  are  inadequate.  «■«»«» 

Consumer  Satisfaction:  The  Department  requires  service  providers  to  undertake  client 
satisfaction  surveys.  DMH  uses  this  information  in  reconnecting  discussions   The  " 

Department  plans  to  standardize  the  process. 

d^T'"'  Ci^m  *!odi,ori,,8!  ™»  Apartment  is  working  with  citizen  boards  and 
enu  o  prov.de  regular  res.den.ial  program  visits.  This  pilot  promotes  dialogue  Z, 

jJ^SST  M,iSfaC,i°n  Wi'h  Pr0gramS  "• "^  emendations  for 


4 


8.    Performance  Based  Contracting:  For  early  stages  of  development,  the  Department 
incorporates  performance  outcome  measures  in  each  of  its  contracts.  This  is  a  work  in 
progress.  Data  is  collected  and  discussed  with  vendors  as  part  of  semiannual  performance 
reviews. 

The  Department  requires  providers  to  develop  affiliation  agreements,  ensuring  that  mechanisms 
are  in  place  to  treat  mutual  clients  and  to  expedite  referrals  when  necessary. 
When  the  Department  changes  providers,  adequate  time  is  allowed  to  transition  clients. 
Customarily,  this  occurs  over  a  two-month  interval.  The  Department  reviews  the  new  vendor's 
client  transition  plans  and  works  with  both  providers  to  assure  service  continuity. 

Use  of  Death  Investigation  Data 

The  Department  systematically  reviews  all  deaths  during  the  year  to  determine:  the  percentage  of 
DMH  clients  receiving  routine  primary  medical  care;  the  medical  causes  of  death;  any  barriers  to 
receiving  primary  medical  care  for  our  population:  and  best  practices  in  accessing  primary 
medical  care. 

This  data  is  part  of  an  ongoing  effort  (1990-1995)  by  DMH  to  compare  the  medical  deaths  in  our 
population  to  that  occurring  in  the  general  population.  This  and  other  national  data  indicate  that 
people  with  serious  mental  illness  die  at  a  younger  age  from  medical  conditions  that  would 
respond  to  more  regular  medical  care.  DMH  is  working  with  the  Division  of  Medical 
Assistance/Medicaid  to  improve  access  to  primary  medical  care. 

The  number  of  suicides  in  both  the  total  population  and  among  DMH  clients  fluctuates  from 
year  to  year.  All  suicides  are  reviewed  by  DMH,  often  with  the  help  of  outside  professionals,  in 
order  to  better  understand  and  improve  suicide  prevention  practices.  Unfortunately,  national 
statistics  show  that  the  seriously  mentally  ill,  particularly  those  who  abuse  substances,  are  at  a 
high  risk  of  suicide.  All  studies  indicate  that  it  is  not  possible  to  identify  factors  that  would 
successfully  predict  suicide  by  a  specific  individual. 

The  Department  remains  committed  to  improving  its  direct  care  system  and  its  accountability  to 
the  public.  I  look  forward  to  working  with  the  House  Post  Audit  and  Oversight  Committee  and 
staff  on  the  implementation  of  specific  recommendations. 


Sincerely, 
MarylouSudders 


cc:         The  Honorable  James  H.  Fagan 

Chairman,  House  Post  Audit  and  Oversight  Committee 
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•    Between  1990  and  1994,  DMH's  data  officially  recorded  910 
client  deaths. 

Between  1991  and  1993,  DMH  officially  recorded  542  client 
deaths 
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•  DMH's  federally  funded  private  consultant's  report  stated  that 
between  1991  and  1993  DMH  recorded  674  client  deaths,  or 
132  more  deaths  than  the  542  deaths  DMH  had  previously 
claimed  for  this  audit  period.  The  consultant's  inquiry  of  DMH 
and  Department  of  Public  Health  mortality  statistics  revealed 
an  additional  884  DMH  client  deaths  that  were  not  recorded  by 
DMH  between  1991  and  1993.  Thus,  according  to  DMH's 
consultant,  DMH's  total  number  of  client  deaths  for  1991  to 
1993  was  actually  15581. 

•  While  DMH's  private  consultant's  report  reveals  an  under- 
recording  of  client  deaths  from  1991  to  1993,  the  consultant's 
report  also  demonstrates  unilateral  discrepancies  with  DMH's 
official  mortality  statistics  for  the  same  audit  period.  Were 
542  deaths  recorded  between  1991  and  1993  as  stated  in  the 
original  DMH  statistics  from  June  1995,  or  were  674  deaths 
recorded  as  stated  in  the  consultant's  report?  Either  way,  these 
discrepancies  undermine  DMH's  claim  that  mortality  record- 
keeping has  improved. 

►  Of  the  deaths  per  year,  DMH  fully  investigated  only  25%  or 
fewer  between  1993  and  1995. 


"Report  on  Massachusetts  Department  of  Mental  Health  Service  Recipient  Mortality  (1991-1993)", 
Critical  Incident  Reporting  Task  Force  at  The  Evaluation  Center  @  HSRI  (Human  Services  Resource 
Institute),  page  7.  The  House  Post  Audit  and  Oversight  Bureau  has  confirmed  the  theoretical  assumptions 
of  the  report  through  a  telephone  interview  with  Dr.  Stephen  Leff,  Principal  Investigator  and  Director  of 
the  Evaluation  Center  @  HSRI.  However,  the  Bureau  did  not  have  access  to  HSRJ's  original  data  to  verify 
the  accuracy  of  the  numbers  published  in  the  report. 


PAGE  CITATIONS; 
Pages  15-19 
(section  C) 


Pages  6-8 


End  of  Executive 
Summary  or  Appendix  N, 
Tables  1-3 


Pages  23-28 
(section  E,  II) 


Pages  11-14 
(section  B) 


HOUSE  POST  AUDIT  AND  OVERSIGHT  BUREAU 
DMH  DEATH  INVESTIGATION  REPORT  HIGHLIGHTS 

The  average  length  of  time  for  DMH  to  complete  a  death 
investigation  TRIPLED  from  1993  to  1995,  according  to  96 
completed  death  investigations  received  by  the  Bureau  for  that 
audit  period.  Specifically,  DMH  required  an  average  of  70 
days  in  1993,  135  days  in  1994,  and  184  days  in  1995. 


•  Despite  claims  of  better  record  keeping  and  an  expanded 
definition  of  DMH  client,  DMH  did  not  explain  the  sharp  rise 
in  DMH  client  deaths. 

•  The  ninety  six  (96)  DMH  investigative  reports  received  by  the 
Bureau  were  often  incomplete  and  not  uniform. 

•  DMH  death  investigations  were  often  inconclusive  and  failed 
to  provide  the  basis  for  meaningful  corrective  actions.  One 
DMH  death  investigation  contradicted  the  death  certificate's 
official  finding. 

•  During  the  audit  period,  DMH  completed  less  death 
investigations  and  took  longer  to  complete  those  that  were 
actually  finished. 


•    The  Bureau's  review  of  96  investigative  reports  of  deaths 
Sulmar^ ^Appendix  n,         found  65  deaths  where  the  circumstances  were  potentially 
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avoidable. 


DMH  DEATH  INVESTIGATIONS 

The  House  Post  Audit  and  Oversight  Bureau  ("the  Bureau")  at  the  direction  of  the  House 
Post  Audit  and  Oversight  Committee  ("the  Committee")  has  been  conducting  an  ongoing 
examination  of  deaths  of  individuals  under  the  care  of  the  state  or  under  care  of  providers  who 
contract  with  the  Commonwealth.  This  preliminary  report  focuses  on  the  clients  served  by  the 
Department  of  Mental  Health  and  its  agents. 


DMH  DEATHS  AND  INVESTIGATIONS 

In  early  1995  DMH  produced  statistics  that  indicated  a  79%  increase  in  deaths  since 
1990.  An  analysis  of  the  mortality  trend  indicated  a  steady  climb  upward  from  132  deaths  in 
1990  to  236  deaths  in  1994.  At  the  time  of  the  release  of  the  statistics  the  Department  claimed 
that  the  increase  was  attributable  to  better  record  keeping. 

In  June  of  1995  the  Committee  held  a  hearing  on  the  mortality  statistics.  The 
Commissioner  of  Mental  Health  and  DMH's  Director  of  the  Office  of  Internal  Affairs  (OLA) 
testified  about  the  rise  in  deaths  and  origin  of  the  statistics.  The  Bureau  then  began  a  year  long 
inquiry  into  the  rise  in  the  deaths  and  DMH's  investigation  of  those  deaths. 

Preliminary  Findings: 

1 .  After  reviewing  DMH  statistics,  procedures  and  investigations,  the  Bureau  found  that 
the  aggregate  number  of  deaths  of  individuals  whom  DMH  considers  clients  increased 
substantially  during  the  period  1990-1994.  The  number  of  deaths  of  individuals  who 
received  services  from  DMH  during  this  period  was  910. 

2.  The  Bureau's  review  of  the  "Report  on  Massachusetts  Department  of  Mental  Health 
Service  Recipient  Mortality  (1991-1993)",  researched  by  the  Critical  Incident  Reporting 
Task  Force  at  The  Evaluation  Center  @  HSRI  (Human  Services  Resource  Institute), 
revealed  that  HSRI  found  a  greater  number  of  deaths  actually  occurred  between  1991  and 
1993  than  were  actually  recorded  by  DMH.  While  DMH  only  recorded  674  client  deaths 
during  this  audit  period,  HSRI  discovered  an  additional  884  client  deaths  occurred, 
according  to  the  Department  of  Public  Health's  mortality  statistics1. 

3.  The  increase  in  deaths  of  DMH  clients  is  due  to  a  number  of  different  causes  that  are 
difficult  to  generalize  about.  The  Bureau  found  evidence  that  the  number  of  deaths  of 
DMH  clients  was  actually  higher  than  DMH  had  reported. 


i 


"Report  on  Massachusetts  Department  of  Mental  Health  Service  Recipient  Mortality  (1991-1993)",  Critical 
Incident  Reporting  Task  Force  at  The  Evaluation  Center  @  HSRI  (Human  Services  Resource  Institute),  page  7. 


4.  Despite  DMH's  claim  that  better  record  keeping  was  the  cause  of  the  increase  in 
deaths,  the  Bureau  found  no  documentary  or  anecdotal  evidence  that  supported  DMH's 
claim.  DMH's  claims  of  better  knowledge  were  undercut  by  evidence  of  a  dramatic 
reduction  in  investigations  of  client  deaths. 

A.  The  Bureau  found  that  DMH's  policies  and  procedures  for  identification  of 
clients  and  client  tracking  were  ambiguous  and  inconsistent.  The  Bureau  found 
ample  evidence  to  suggest  that  because  of  this,  the  total  number  of  deaths  of 
persons  who  were  DMH  clients  was  significantly  understated. 

B.  DMH's  01 A  was  unable  to  conduct  necessary  investigations  primarily  because 
of  understaffing,  the  lack  of  a  clear  definition  of  a  DMH  client,  and  the  failure  to 
adhere  to  existing  investigative  policies  and  timelines. 

C.  DMH's  investigative  processes  did  not  produce  timely,  useful  information  that 
could  be  utilized  to  help  minimize  preventable  deaths  of  DMH  clients. 


5.  The  Bureau  found  that  there  were  significant  deficiencies  in  DMH's  investigative 
process. 
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A.  During  the  period  under  review,  the  number  of  death  investigations  declined: 
Graph  1;  DMH  Deaths  Vs.  OIA  Investigations2 


1993 


1994 


1995 


■  number  of  deaths  per  year 


Onumbar  of  daath  Investigations  assigned 


I  number  of  death  Investigations  left 
Incomplete  by  end  of  year 


I  number  of  deaths  expected  to  be 
completed  In  following  year 


All  statistics  supplied  to  the  HPAO  Bureau  by  the  DMH  Office  of  Internal  Affairs. 


B.  During  the  period  under  review,  the  average  length  of  time  to  complete  death 
investigations  tripled: 

Graph  2:  Length  of  Time  Necessary  to  Complete  OlA  Investigations3 


1993 


1994 


1995 


■  number  of  days  to  complete  96  death 
Investigations  received  by  HPAO 
Bureau  from  DMH 


■average  number  of  days  to  complete  a 
death  Investigation  where  an  autopsy 
report  Is  performed 


O  number  of  days  to  complete  death 
Investigations  according  to  Office  of 
Internal  Affairs  estimate 


C.  Inconsistencies  and  deficiencies  were  found  in  the  investigative  reports 
reviewed  by  the  Bureau.  The  quality  and  format  of  death  investigation  reports 
varied  significantly  between  DMH  area  offices.  Investigation  reports  failed  to 
include  a  copy  of  the  official  Medical  Examiner's  report.  Many  did  not  even  cite 
the  Medical  Examiner's  findings  within  the  text  of  the  01 A  report. 

D.  A  review  of  the  96  investigative  reports  provided  to  the  Bureau  raised  serious 
questions  about  some  of  the  deaths  as  well  as  questions  about  the  investigative 
process. 

The  Bureau  provides  a  synopsis  of  each  of  the  96  death 
investigations  detailing  the  Office  of  Internal  Affairs' 
reported  annual  product  regarding  death  investigations 
during  the  audit  period.  See  attached: 

"Tables  1-3: 1995-1993  DMH  Internal  Investigation  Case  Files:  Details" 


3  The  statistics  illustrated  in  the  first  category  are  calculated  by  the  HPAO  Bureau  based  on  the  96  death 
investigations  received  by  the  Bureau  from  the  DMH  Office  of  Internal  Affairs. 

The  statistics  illustrated  in  the  second  category  are  a  DMH  Office  of  Internal  Affairs  calculation,  based  on  a  9/1 8/95 
letter  from  OIA  to  the  HPAO  Director. 

The  statistics  illustrated  in  the  third  category  are  a  DMH's  OIA  calculation,  based  on  a  10/20/95  letter  from  OIA  to 
the  HPAO  Director.  OIA  did  not  include  any  1993  estimates  in  the  10/20/95  letter. 
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The  Bureau's  preliminary  review  reveals  substantial  deficiencies  in  DMH  policies  and 
procedures  for  the  investigation  of  client  deaths.  The  Bureau's  initial  review  indicates  that  the 
current  process  does  not  enable  DMH  to  identify  service  delivery  system  flaws  in  a  timely 
fashion.  Based  on  the  reports  and  policies  examined  to  date,  the  Bureau  has  concerns  that  many 
of  these  client  deaths  were  preventable. 

The  Bureau  also  notes  that  its  preliminary  inquiry  reveals  substantial  differences  in  death 
investigations  between  DMH  and  other  similar  agencies.  The  Bureau  has  concerns  that 
investigative  issues  may  be  more  appropriately  handled  at  the  secretariat  level  rather  than  at  the 

agency  level. 

The  Bureau  recommends  the  following: 

1 .  The  Bureau  continue  with  a  review  of  mortality  and  investigative  processes  for  the 
entire  system  of  persons  who  derive  substantial  life  support  from  the  Commonwealth; 
The  Bureau  should  complete  analysis  of  mortality  information  for  the  remainder  of  1995 
and  1996  YTD. 

2.  The  Bureau  should  continue  to  work  toward  identifying  all  criteria  for  an  investigative 
process  that  produces  timely,  accurate  and  uniform  reports  of  client  deaths  so  that  DMH 
an  utilize  these  reports  in  promoting  policies  that  minimize  client  deaths. 


Tables  1-3:  1995-1993  DMH  Internal  Investigations  Case  Files:  Details 


Abbreviations  and  Definitions  for  Tables  1,  2,  and  3: 

DNR:  a  "do  not  resusitate"  order  which  can  be  instituted  by  a  client  or  his  or  her  family. 

Dx:  client  is  dually  diagnosed  as  having  both  mental  health  issues  and  a  history  of  substance  abuse,  including  drug  and  alcohol  abuse. 

Incar.:  client  was  at  one  time  incarcerated  at  Bridgewater  State  Hospital  or  another  DOC  facility.  Does  not  necessarily  indicate  that 
the  client  was  incarcerated  at  time  of  death,  only  that  the  investigative  record  made  note  of  having  been  incarcerated  at  one 
point.  Further,  the  House  Post  Audit  and  Oversight  Bureau  notes  that  there  may  be  more  clients  who  were  incarcerated  at 
some  point  but  were  not  cited  as  such  in  the  Department  of  Mental  Health's  OIA  investigative  report. 

MR:  House  Post  Audit  and  Oversight  Bureau's  annotation  signifying  that  a  client  was  mentally  retarded,  as  noted  in  the  investigative 

report. 

OD:  client  died  of  a  drug  overdose. 

OIA:  Department  of  Mental  Health's  Office  of  Internal  Affairs  which  is  charged  with  investigating  all  medicolegal  and  non- 
medicolegal  deaths  of  DMH  clients,  according  to  the  Commissioner's  Policy  Memoranda  #90-2 

U:  House  Post  Audit  and  Oversight  Bureau's  annotation  signifying  that  the  cause  and/or  manner  of  death  remains  undetermined  due 
to  lack  of  toxicology  and/or  autopsy  reports  from  the  Medical  Examiner's  Office,  or  the  Death  Certificate  officially  ruled  that  the 
death  was  not  determinable. 


fable  1:  1995  DMH  Internal  Investigations  Case  Files:  Details 
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HPAO  Title 


DMH/95/2 100/01 


ttotetenotnedduero 
Peatiirtg  Autopsy 


Suicide:  leapt 


tnctreeraeloo, 
BufeauV  aofces,  etc. 


'""''vmm 


mmmm. 


\  Examiner^ 


*  jfttpri  induded  f  Cl&t^3i  WMi^  H 


no  direct  ref 


4 


«itiu«jM&  'tax* 


39  yrs  old 


M 


DMH/95/2 100/02 


Suicide:  OD 


Dx 


no  direct  ref. 


27  yrs  old 


M 


DMH/95/2 100/03 


Suicide:  OD 


DMH/95/2 100/04 


Accident:  OD 


DMH/95/2 100/05 


Accident  or  suicide?  OD 


DMH/95/2 100/06 


DMH/95/2 100/07* 


VZK  W 


Natural  Causes:  obesity, 
fatty  tissue 


Fatal  car  accident:  client 
was  drunk  driving 


Dx 


yes:  suicide 


Dx 


yes:  accident 


Dx 


yes:  undeter- 
minable 


MR;  Incar. 


Dx;  Incar.  for  drunk 
driving  with  more  than 
6  DWI  convictions. 


yes:  natural 
causes 


yes:  accident 


'.yw.'.v.w.?.;. 


33  yrs  old 


24  yrs  old 


M 


36  yrs  old 


4 1  yrs  old 


34  yrs  old 


M 


M 


DMH/95/2200/01 


Natural  Causes:  heart 
failure 


Dx 


yes:  natural 
causes 


no  age 
listed 


M 


aa^aaaaaMMM 


DMH/95/2400/01 


— :  "T.T'S  _ 


•.o-:\  X  ___ 


msismmigmi 


DMH/95/2600/01 


Natural  Causes: 
pneumonia,  sepsis 


irrr.'^w.ywyyr.^v.y.1' •■■/.■■■■  ■■■•■ 


Natural  Causes:  Occlusive 
Coronary  Artery  Disease 
(OCAD) 


Executive  Office  of 
Elder  Affairs  contacted 
due  to  possible  neglect 
by  family 


:*:::::<  swi»s;w!w!jsw<wa 


m  ■  .TTT7. .  m 


client  died  approx.  8 
hours  after  surgery  to 
remove  22  teeth.  OCAD 
translates  as  "bleeding 
thru  the  mouth".  Natural 
Causes?? 


yes:  natural 
causes 


61  yrs  old 


Ml^J....Jy.i.....WA-. 


yes:  natural 
causes 


56  yrs  old 


M 


DMH/95/2600/02 


Suicide:  OD:  prescription 
drug 


yes:  suicide 


44  yrs  old 


DMH/95/2600/03 


Natural  Causes: 
Hyperglycemia,  Anoxic 
Brain  Injury 


Dx;  Incar.;  froze  in 
snow,  lack  of  insulin  for 
diabetes 


yes:  natural 
causes 


31  years 


M 


DMH/95/2600/04 


Natural  Causes:  Coronary 
Artery,  Hyperropic 
Cardiomyopathy 


Dx 


yes:  natural 
causes 


50  yrs  old 


M 


DMH/95/2600/05* 


Drowned:  was  only  in 
waist-deep  water 


■iHE- 


wwffi  TPEftBg 


died  while  on  day 
program  outing 


yes: 
undetermined 


42  yrs  old 


f(WV^'"  ~~T 


®mmm$m: 


..•■>..jX....«.j.*.^..j..-..-->.<.v.....»....-..-.-.......-.-.-.^...».-. 


DMH/95/2700/01 


U:  cause/manner 


Dx 


no:  awaiting 
toxicology  report 


36  yrs  old 


M 


DMH/95/2700/02 


Drowned 


Dx;  Incar. 


yes:  drowning; 
manner  of  death? 


3 1  yrs  old 


M 


DMH/95/2700/03' 


Natural  Causes:  alcoholic: 
fatty  liver 


Dx 


yes:  natural 
causes 


39  yrs  old 


M 


DMH/95/2700/04 


Accident:  fell  from 
apartment  window 


Dx;  Weymouth  accident 


yes:  accident 


3 1  yrs  old 


M 


DMH/95/2700/05' 


Suicide:  leapt  from  bridge 


Dx;  Incar.;  occurred  in 
New  Jersey  after 
seeking  DMH  help. 


yes:  suicide;  as 
verbally  reported 
by  NJ  police 


27  yrs  old 


M 


DMH/95/2700/06' 


Natural  Causes:  seizure 


MR 


yes:  natural 
causes 


38  yrs  old 


M 


ee  continuation  of  "Table  1:  DMH  Internal  Investigation  Case  Files:  Details"  on  page  2. 


fable  1:  DMH  1995  Internal  Investigations  Case  Files:  Details 


page  2. 
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DMH/95/2  800/0: 
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CattJ«  of  Death  or  f  Other:  Dual  Diagnose,  f  Medical  ]-*cNpPf 


Examiner's  !  Deceased 


lifted  due  to  incarceration, 


Pei«iiiii^At»k>pgy  r  BqreauVTiote^  etc,        |  fte^t  ittriuded 1  J CIlent^T ;€Ktt»*,,.,,'...1 


!8  reports  completed  by  the  DMH  Internal  Investigations 


DMH/95/2800/02 


DMH/95/2800/0'3a 


Natural  Causes: 
Hypertropic  Cardio- 
myopathy 


Dx 


Natural  Causes: 
congestive  heart  failure, 
59  yrs.  old 


Drowned 


DMH/95/2800/03b 


DMH/95/2800/04 


DMH/95/2  800/05 


DMH/95/2  800/06 


DMH/95/2800/07 


DMH/95/2800/08a 


DMH/95/2800/08b 


see  above 


Dx 


client  died  after  escaped 
from  facility;  caretakers 
found  incompetent: 
result? 


yes:  natural 
causes 


yes:  natural 
causes 


Natural  Causes: 
Hypertropic  Cardio- 
myopathy 


Suicide:  set  self  on  fire 
while  at  home 


Suicide:  hanging 


Natural  Causes:  sepsis 


Suicide:  hanging 


see  above 


see  above 


Dx 


Dx 


Dx 


see  above 

.jwr.v.'.v.v.v.'.v.'.v.'.v.'.'. 


yes:  drowning: 

manner? 

accident? 


33  yrs  old 


59  yrs  old 


60  yrs  old 


M 


see  above 


yes:  natural 
causes 


yes:  suicide 


yes:  hanging 


yes:  natural 
causes 


yes:  suicide 


see  above 


— , —  L...u...._.. ...../...' •..-*.* 


see  above 


45  yrs  old 


37  yrs  old 


32  yrs  old 


52  yrs  old 


1 8  yrs  old 


see  above 


see  above 


M 


M 


M 


M 


see  above 


Jnit  for  1995  to  date.  2  extra  copies  sent  to  the  HPAO  Bureau. 


Reports  received  by  Bureau  from  OIA  in  October,  1995.  All  other  reports  were  received  in  September. 

3FTHE  28  DMH  INVESTIGATIVE  REPORTS  FOR  1995: 

18  DEATHS  WERE  OFFICIALLY  NOTED  AS  HAVING  BEEN  DUALLY  DIAGNOSED  CLIENTS 

12  DEATHS  WERE  OFFICIALLY  RULED  "NATURAL  CAUSES": 

The  Bureau  especially  questions  the  findings  of  2  cases: 

DMH/95/2600/01:  client  died  of  "Occlusive  Coronary  Artery  Disease"  (bleeding  of  the  mouth)  8  hours  after 

surgery  for  the  removal  of  22  teeth. 
DMH/  95/2600/03:  client  found  frozen  in  the  snow  and  lacking  insulin  for  diabetes  in  blood  stream. 

8  DEATHS  WERE  OFFICIALLY  RULED  "SUICIDES": 
Of  these  suicides: 

3  were  overdoses 

2  were  by  leaping  from  a  height 

2  were  by  hanging 

1  was  by  setting  oneself  on  fire 

8  DEATHS  WERE  OFFICIALLY  RULED  "ACCIDENTS"  OR  "UNDETERMINABLE": 

Of  these  accidents  or  undeterminable: 

2  accidents  involved  drug  overdoses  of  dually  diagnosed  clients 

1  was  undetermined  due  to  a  pending  autopsy  but  the  client  was  also  a  dual  diagnosis  client;  possible  overdose 
1  was  an  accidental  death  due  to  the  client's  drunk  driving;  the  client  was  treated  for  dual  diagnosis 

3  accidents  were  by  drowning;  one  client  first  escaped  from  his/her  facility;  another  drowned  on  a  group  swimming 
outing  in  waist-deep  water 

1  client  accidentally  fell  out  of  his/her  apartment  window  in  Weymouth 

BASED  ON  THE  ABOVE  INFORMATION  SUPPLIED  BY  THE  DEPARTMENT  OF  MENTAL  HEALTH, 

THE  HOUSE  POST  AUDIT  AND  OVERSIGHT  BUREAU  CITES 

18  OF  THE  28  INVESTIGATIVE  CASES  AS  POTENTIALLY  PREVENTABLE 


Table  2:  1994  DMH  Internal  Investigations  Case  Files 

■ ,ii  1,1,1  m  i  ii.i  iiim,v.^i.w.i,i.W  '■"■' ' 

HPAO  Title  Cause  of  Death  or  Ito- 


S^SSSWaK 


aaaiiaaaaasi 


detenrtiafid  due  to 


DMH/94/2100/0) 


U:  manner  and  cause 
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Others  Dtwl  Diagnosis*  M«dka*  tx 

J ncan*ratk>n,  Bureau's  note*,  etc.     Report  rncfuded 


Dx;  report  notes  that  impramine 
pills  were  still  in  bottle  at  time  of 
death 


yes:  no  cause  of  death 
determined 


46  yrs  old 


DMH/94/2 100/02 


Suicide:  OD 


Dx 


yes:  OD;  concluded  to 
be  suicide  by  OIA 
investigator 


25  yrs  old 


DMH/94/2 100/03 


Suicide:  shot  self  w/  gun 


Dx;  suicide  at  home 


cited  in  list  of  documents 
but  not  directly  quoted  in 
report 


35  yrs  old 


M 


DMH/94/2 100/04 


Suicide:  shot  self  w/  gun 


suicide  at  home 


not  cited  or  quoted  but 
assumed 


52  yrs  old 


M 


DMH/94/2 100/05 


Suicide:  shot  self  w/  gun 


Dx;  suicide  at  home 


yes:  suicide 


35  yrs  old 


M 


DMH/94/2 100/06 


Suicide:  shot  self  w/ gun 


Dx,  suicide  at  home  (3  days  after 
client  was  arrested  on  charge  of 
Indecent  Assault  and  Battery  on  a 
Child  under  Fourteen) 


yes:  suicide 


5 1  yrs  old 


M 


aaaa 


-ftF-MlffflifflW'ilHKgi 
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DMH/94/2200/01 


Natural  Causes:  massive 
heart  attack 


DMH/94/22  00/02 


U:  cause  or  manner 


yes:  natural  causes, 
reported  by  telephone 


52  yrs  old 


Dx;  Incar.:  arsonist;  report  implies 
suicide  yet  no  direct  info  as  to  cause 
and  manner  of  death 


not  included  in  report;  to 
be  addendums 


42  yrs  old 


M 


M 


DMH/94/2200/03 


Suicide:  set  self  on  fire 


yes:  suicide 
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48  yrs  old 


M 


DMH/94/2400/01 


®S5? 


Suicide:  hanging 


diagnosed  w/  eating  disorders,  post 
traumatic  stress  disorder 


yes:  suicide 


29  yrs  old 


&W& 
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DMH/94/2500/01 


Natural  Causes:  Arterio- 
sclerotic Cardiovascular 


yes:  natural  causes 


62  yrs  old 


M 


DMH/94/2500/02 


Natural  Causes:  Acute 
Pulmonary  Infraction 


yes:  natural  causes 


36  yrs  old 


M 


DMH/94/2500/03 


U:  cause  or  manner 
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AL AA'. 'A  A''.  '.!•. '.  LA  1  y.L.-'.: L-Arl-' ..  l^?..ll . '. '. A'.-AA-'. . . AA  A.A\\  A.  .wl .  A 


Dx;  client  found  in  car  with  empty 
bottle  of  pills  and  suicide  note,  but 
cannot  officially  conclude  cause  or 
manner  of  death:  lacking  medical 


examiner's  report 


no  examiner's  report  or 
autopsy  report  available, 
but  a  suicide  note  and 
empty  pills  found  at 


37  yrs  old 


scene 


DMH/94/2600/0] 


iviiaiivia;, 


Natural  Causes:  Cardio- 
respiratory Arrest 


yes:  natural  causes 


34  yrs  old 


DMH/94/2600/02 


Natural  Causes:  Massive 
Pulmonary  Embolism 


yes:  natural  causes 


27  yrs  old 


M 


DMH/94/2600/03 


Natural  Causes:  Hyper- 
tensive Arteriosclerotic 
Heart  Disease;  Diabetes 


yes:  natural  causes 


57  yrs  old 


M 


DMH/94/2600/04 


U:  manner:  accidental  or 
suicide?;  OD 


Dx;  Police  noted  fresh  needle  marks 
in  arms  at  death  scene  yet  no 
official  manner  of  death 


yes:  undetermined;  acute 
opiate  and  ethanol 
intoxication 


38  yrs  old 


M 


DMH/94/2600/05 


Natural  Causes:  Focal 
Myocardial  Infraction 
associated  w/  drug  abuse 
and  chronic  cocaine  use 


Dx;  Incar.:drug  possession;  report 
does  not  note  #  times  arrested;  p.  4, 
8,  10,  14  of  report  noted  a  lack  of 
green  card/social  security  benefits 
limited  the  #  of  detox  programs. 
Immigrant  trying  to  get  green  card. 


yes:  natural  causes; 
death  was  officially 
noted  as  being 
"associated  with  drug 
abuse  and  chronic 
cocaine  abuse" 


28  yrs  old 


M 


DMH/94/2600/06 


Natural  Causes:  Hyper- 
tropic  Cardiomyopathy 


Dx;  fatty  liver  and  obesity 
contributing  factors 


yes:  natural  causes 


«.♦.„..„♦; f'TokU  •>.  1004  HMW  Interna!  Inv^tiaatinn«;  Case  Files-  Details"  on  nape  2 


36  yrs  old 


M 
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DMH/94/2700/01 

Natural  Causes:  cardiac 
arrest 

i  Incar 

no  citation  of  medical 
examiner's  report 

51  yrs  old 

M 

DMH/94/2700/02 

U:  manner  and  cause 

report  notes  client  found  in  apt 
\  dead  from  "apparent  OD":  no 
official  cause 

autopsy  report  not 
received:  manner  of 
death  not  determinable 
toOIA 

3 1  yrs  old 

F 

DMH/94/2  700/03 

Suicide:  hanging 

yes:  hanging 

36  yrs  old 

M 

DMH/94/2700/04 

Natural  Causes:  Cerebral 
Vascular  Accident 

client  fell  while  walking: 
contributing  factor  to  head  injury?? 

no  autopsy  report  due  to 
cremation:  "believed  to 
be  a  cerebral  vascular 
accident":  head  injury 

72  yrs  old 

F 

DMH/94/2700/05 

* 

Suicide:  OD 

yes:  suicide 

no  age: 
adol- 
escent? 

M 

DMH/94/2700/06 

U:  manner:  accident  or 
suicide?;  OD 

cause  due  to  acute  Trazadone  and 
Xanax  Intoxication  but  manner  is 
undetermined 

yes:  officially 
undetermined 

no  age 
given 

F 

x'                 :.       "S*             -         ■     %>■<  V>  ,       -                        i                   a:-:     -    .               .■:■>■■■:  •'■:':      'K; --:\  ■■.■■'■•"'■*':::**■* :: 
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DMH/94/2800/01 

U:  manner  or  cause            j  Dx;  Incar 

i 

no  medical  examiner's 
report 

41  yrs  old    j  M 

DMH/94/2800/02 

Natural  Causes:  Acute 
Pulmonary  Embolism 

yes:  natural  causes 

40  yrs  old 

F 

DMH/94/2  800/03 

Natural  Causes:  Hyper- 
tensive Cardiovascular 

Dx;  Incar. 

yes:  natural  causes 

46  yrs  old 

M 

DMH/94/2800/04 

U:  manner?;  cause:  blunt 
force  injuries  to  the  head 

Dx;  Incar.;  report  notes  that  client 
found  on  side  walk  with  head 
injuries  from  apparent  fall  from 
client's  apartment  window 

yes:  blunt  force  injuries 
to  head;  manner  remains 
officially  undetermined 

25  yrs  old 

M 

DMH/94/2800/05 

U:  manner:  accident  or 
cause?;  OD 

Dx 

yes:  undetermined;  acute 
narcotic  intoxication 

39  yrs  old 

M 

DMH/94/2800/06 

Suicide:  jumped  from 
height 

Dx 

yes:  suicide 

41  yrs  old 

M 

DMH/94/2800/07 

Suicide:  hanging 

Dx 

yes:  suicide 

1 7  yrs  old 

F 

DMH/94/2  800/08 

Suicide:  shot  self  w/  gun 

yes:  suicide 

16  yrs  old 

F 

DMH/94/2  800/09 

Natural  Causes:  Acute 
Myocardial  Infraction 
and  Coronary  Artery 

yes:  natural  causes 

64  yrs  old 

F 

DMH/94/2800/10 

Suicide:  hanging               1  Dx;  Incar. 

yes:  suicide 

21  yrs  old 

M 

DMH'94/2  800/1 1 

Suicide:  hanging               '  Dx?;  Incar. 

yes:  suicide 

49  yrs  old 

M 

6  reports  completed  by 
Report  received  by  the 

the  DMH  Office  of  Interna 
Bureau  from  DMH' sOI A  i 

Affairs  in  1994. 
n  October,  1995.  All  other  reports  wer 

e  received  by  the  Bureau  in 

September,  1995. 
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17  DEATHS  WERE  OFFICIALLY  NOTED  AS  HAVING  BEEN  DUALLY  DIAGNOSED  CLIENTS 

13  DEATHS  WERE  OFFICIALLY  RULED  "NATURAL  CAUSES": 

The  Bureau  questions  the  official  ruling  of  1  case: 

DMH/94/2700/04:  client  died  of  a  "Cerebral  Vascular  Accident"  yet  no  autopsy  was  conducted  due  to  client's 
cremation.  Prior  to  death,  the  client  fell  while  walking  in  the  facility. 

14  DEATHS  WERE  OFFICIALLY  RULED  "SUICIDES": 

Of  these  suicides: 

2  were  overdoses 

1  was  by  leaping  from  a  height 

5  were  by  hanging 

1  was  by  setting  oneself  on  fire 

5  were  by  shooting  oneself  with  a  gun 

9  DEATHS  WERE  OFFICIALLY  RULEU  "UNDETERMINABLE": 

The  Bureau  questions  the  official  ruling  of  6  cases: 

1.)  DMH/94/2200702:  01 A  death  investigation  report  notes  that  the  client  had  "  a  long  standing  history  of  non- 

compliance with  medications  anH  outpatient  treatment",  "became  increasingly  delusional  and  psychotic 
when  non-med  complaint",  "had  a  history  of  self  abuse",  and  "had  a  history  of  suicide  attempts"  (p.  7). 


(5  months) 


Bureau  Comment:  The  investigation  report  lacked  an  autopsy  report,  and  a  medical  examiner's  report, 
and  did  not  note  the  official  cause  or  manner  of  death. 


2.)  DMH/94/2500703:  OIA  death  investigation  report  notes  that  the  DMH  Death  Report  states  that  "the  client  was 

found  dead  in  a  family  automobile... (and  had)  left  a  suicide  note  and  Police  found  'empty  pill  bottles'  in 
the  car"  (p.  3).  Also,  the  client's  medication  evaluation  doctor  states  that  he  "was  unaware  the  client  was 

(no  completion  date)        living  out  of  a  car"  and  "by  the  time  (the  client)  died,  (the  client)  was  probably  addicted  to  Opiate"  (p.  6). 

Bureau  Comment:  OIA's  investigative  report  did  not  mention  these  facts  in  the  conclusion.  Rather,  the 
conclusion  states  mat,  lacking  a  medical  examiner's  report  and  an  official  cause  of  death  on  the  Death 
Certificate,  the  "actual  Cause  of  Death  cannot  be  determined"  (p.  8). 
3.)  DMH/94/2600/04:  OIA  death  investigation  report  quotes  a  detective  from  the  Police  Department,  stating  "there 

were  'fresh  needle  marks'  in  both  (the  client's)  arms"  at  the  death  scene  (p.  7).  Also,  pages  3,  5,  and  7  of 
the  OIA  report  notes  a  history  of  alcohol  abuse  and  dual  diagnosis  treatment  and/or  recommended 

(6  months)  treatment  by  psychiatric  evaluators.  Bureau  Comment:  OIA's  report  states  that  "the  medical  examiner's 

office  determined  the  cause  of  death  to  be  Acute  Opiate  and  Ethanol  Intoxification.  The  manner  of  death 
was  undetermined"  (p.  1). 
4.)  DMH/94/2700/02:  OIA  investigative  report  notes  that  the  client  was  found  dead  in  the  apartment  from  an  apparent 

(3  months)  overdose  (p.  2  and  p.  7).  Bureau  Comment:  OIA's  report  states  in  its  conclusions  that  "the  cause  of  the 

client's  death  cannot  be  established  at  this  time  because  the  Medical  Examiner's  report  has  not  been 
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5.)  DMH/94/2800/01     Bureau  Comment:  No  medical  examiner's  report  or  autopsy  report  or  clear  account  of 

the  incident  was  given  in  the  OIA's  investigative  report.  No  conclusion  was  drawn  as  to  how,  exactly 
(2  months)  when,  or  in  what  manner  the  client  died.  OIA's  death  investigation  concluded  that  "the  client  was 

offered  all  services  that  he  requested  (and)  was  aware  that  on-going  scheduled  therapy  sessions  and 
psychiatrist  appointments  were  available  to  him.  The  client  was  aware  that  the  Crisis  Unit  was  available  at 
all  times.  The  client  left  the  area,  was  living  in  Boston,  and  failed  to  attend  the  last  appointments  which 
had  been  scheduled  for  him.  The  therapist  documented  his  prior  outreach  efforts  to  keep  the  client 
involved  in  treatment"  (p.  4;. 
6.)  DMH/94/2800/04:   Bureau  Comment:  OIA's  death  investigation  report  notes  that  the  client  was  found  on  the 

sidewalk  with  head  injuries  after  falling  from  a  3rd  story  window  (p.  8).  The  medical  examiner's  report 
states  that  the  client  died  from  blunt  blows  to  the  head  (p.  10).  Yet,  the  autopsy  report  states  that  "the 
manner  of  death  is  undetermined"  and  that  "the  investigation  has  ruled  out  he  was  pushed.  It  is  unknown 
whether  he  jumped  or  fell  from  his  window"  (p.  10).  The  Police  Department  Supplemental  Report  states 
that  "there  appears  to  be  no  evidence  that  the  victim  died  as  a  result  of  foul  play.. .Based  on  this  information 
it  is  still  unclear  if  victim  died  as  a  result  of  an  accident  and/or  suicide".  The  OIA  report  does  not  state 
why  or  how  the  Police  Department  concluded  that  there  was  no  evidence  of  foul  play. 


BASED  ON  THE  INFORMATION  SUPPLIED  BY  THE  DEPARTMENT  OF  MENTAL  HEALTH, 

THE  HOUSE  POST  AUDIT  AND  OVERSIGHT  BUREAU  CITES 

21  OF  THE  36  INVESTIGATIVE  CASES  AS  POTENTIALLY  PREVENTABLE 
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DMH/93/2100/OIa 


'.VW.VJ.y-TV-'VW'? 
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t&m&$®SX&w,   j  Otfceri  Dtal  Diagnosis,  Iti-     j  Medical  j  Age  of/  ;  y  /|;siip%f| 

camtoerV  ;■■*■■     {Deceased*''  '  A  Deeiiwsd? 


Ifodeterre  toed  due    j  carcerattan,  Bureau's  notes, 

to  Pertdmg  Autopsy;   \  etc  :||v| 

U:  manner  or  cause       |  DNR,  report  implied  death  by 

natural  causes  due  to  client's 
age:  No  official  cause/manner 


DMH/93/2 100/0  lb 


DMH/93/2 100/02 


same  as  above 


same  as  above 


C;^^;K-vo^-,--';'Wo:A:->:*:::::-:-::r-.  :•:•:■:•:•:•:-:■:•: :■::•:-:-: 


U:  manner  or  cause       >  report  notes  death  as 

j  "apparent  heart  failure":  No 
official  cause/  manner 


DMH/93/2200/0 

'        '       '       <     V         "*  : 


■•.y.V.V  '■  ,.■,■.  .  ■  ■  .  .  . .  .  .  lit  l  ■  ■  . , 


DMH/93/2400/01 


■till  i ,.  'L  i  Vi *  >'  i '  i \  1 i  '&  i 


DMH/93/2500/01 


,r?«y.w.,yr.v.'. 

■  ■*•:■:•>:•'•:■'■' ■>:■:■:■:•: 
:-<-::'i::o::,:>  ■:':■  ■:- 


ftepart  iaefadji^    j  Client 
no  medical  73  yrs  old 

examiner's  report 
included  at  all 


'■'■'//,;■:'.  ■*. 


Clkftt 


M 


same  as  above 


no  medical 
examiner's  report 
included  at  all 


U:  manner;  hanging        apparent  suicide  but  no 

definite  conclusion  stated 


U:manner  or  cause       i  DNR;  no  autopsy  report  done 


•••*f 


U:  manner;  Arterio- 
sclerotic Cardio- 
vascular Disease 


Dx;  death  by  natural  causes 
implied  in  report  but  no 
official  manner  of  death 


no  medical 
examiner's  report 


*?rwry?r?rrx 


same  as  above 


42  yrs  old 


I 


see  above 


M 


\-\-vs.-<w.-.<'.4/S/y&//-y/-v./A<\M:'.'-Y,- 


yes:  respiratory 


no:  report  states 
cause  of  death  but 
no  source  cited 


■wi^i 


'AiAffl<i't//HVttt\-,-'Mt\ 


83  yrs  old 


i ■  ■■■■■■■  ■  ■  ■.■.■.■"' ■ '.'.' ■",'■" ','.'}.' '.■■■■'  •> '.'■■.■■■.'.' ■■'.' •■'••/•  ■■■■■■■.i.'.'.y 
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48  yrs  old 


wmmm 


M 


DMH/93/2500/02 


Suicide:  OD 


Dx 


DMH/93/2500/03 


Suicide:  jumped  from 
bridge/drowned 


Officially  ruled  a  suicide  by 
the  medical  examiner,  but 
DMH  concludes  that  due  to 
lack  of  witnesses,  DMH  is 
uncertain  if  was  suicide 


yes:  suicide 


46  yrs  old 


yes:  suicide  (see 
previous  column: 
DMH  conclusion 
contradicts 
medical  examiner 


25  yrs  old 


M 


DMH/93/2500/04 


Suicide:  jumped  in 
front  of  MBTA  train 


yes:  suicide 


26  yrs  old 


M 


DMH/93/2500/05 


Natural  Causes: 
Diabetic  Ketoacidosis 


:::::::A>v::X:::,:::-v:::::::>v::v:;X:::>::::::::X::::;:;:;;;:;;::; 

't'lVflViaVi'-'-'-  v.--'.v.v.v.v.v.v.v.v.v.v.v.w. '.W" 


iii 


yes:  natural 
(phone  report) 


DMH/93/2600/01 


Suicide:  hanging 


escaped  from  day  program  at 
hospital 


43  yrs  old 


yes:  suicide 


27  yrs  old 


M 


DMH/93/2600/02 


U:  manner;  OD 


denied  substance  abuse 
problem,  OD:  valium  and 
alcohol 


yes:  undete- 
rmined manner; 
OD  as  cause 


29  yrs  old 


M 


" 


DMH/93/2600/03 


Homicide:  Acute 
Myocardial  Ischemia 
and  Coronary  A  fiery 
w/  blunt  force  trauma 


Dx;  Incar.;  killed  by  another 
DMH  client  during  an 

altercation 


yes:  homicide 


56  yrs  old 


M 


DMH/93/2600/04 


Suicide:  OD 


yes:  suicide 


80  yrs  old 


DMH/93/2600/05 


U:  manner;  OD 


Dx;  no  official  cause  of  death 
but  OD  on  opiate/alcohol 


yes:  undeter- 
mined; OD 


32  yrs  old 


DMH/93/2600/06 

'.■'S.'.-'s  •'.-'.•'.'.  :vX*  •'•:•'•'":'  '■'■-'-'■  '.-'■■'.■'.•''■•■■.■■<■•'.■'.■. ■'■■'. \.\  '-■.-'.■ 


Suicide:  cut  wrists 


Dx 


yes:  suicide 


44  yrs  old 


mi  wmj  in  if  i 1 1 t99rrw*m 

-  >  '■■.:'///</'/.v/-:w. 


i 


■.w.v.'.v.-.v^.'. 


DMH/93/2  700/01 


U:  manner;  OD 


Dx;  investigator  concludes 
OD  was  unintentional  due  to 
client's  past  behavior 


yes:  undeter- 
mined 


36  yrs  old 


M 


DMH/93/2700/02 


U:  manner  or  cause 


Dx,  Incar. 


no  medical 
examiner's  report 


29  yrs  old 


M 


DMH/93/2700/03 


U:  manner;  OD 


Dx"7? 


yes:  OD:  suicide 
or  accident? 


37  yrs  old 


M 


DMH/93/2700/04 


Suicide:  shot  self 
w/gun 


yes:  suicide 


36  yrs  old 


M 


DMH/93/2700/05 


Suicide:  drowned 


Dx 


yes:  suicide 


DMH/93/2700/06 


Suicide:  hanging 


52  yrs  old 


M 


Dx 


yes:  suicide 


DMH/93/2700/07 


Suicide:  hanging 


28  yrs  old 


M 


Dx;  suicide  while  AWA 
status  from  facility 


yes:  suicide 


no  age  given 


no  sex 
specified 
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tjndettanaiied  du*      ;  ca  rccratton,  Bureau's  notes,     Exam  mer^S 


DMH/93/2800/01 


DMH/93/2800/02 


io  jPetHitog  Autopsy   »  ete* 


I 


j|jijgilS^|£l 


Suicide:  hanging 


U:  manner;  OD 


DMH/93/2800/03 


DMH/93/2800/04 


U:  manner;  drowned 


Dx;  phone  report  states  OD 
from  heroin  but  conclusion 
states  morphine/cocaine  OD. 


intentional  or  accidental? 


Accident:  car  crash         Dx;  client  drunk  driving 


yes:  suicide 


yes:  phone  report 
ofOD  but  no 
manner  of  death 


yes:  phone  report 


yes:  accidental 


46  yrs  old 


M 


DMH/93/2800/05 


Natural  Causes: 

Hypertropic 

Cardiomyopathy 


Dx,  Incar. 


yes:  natural 
causes 


46  yrs  old 


M 


DMH/93/2  800/06 


U:  manner  or  cause 


Dx 


no  info  available 


30  yrs  old 


M 


DMH/93/2800/07 


U:  manner;  drowned 


DMH/93/2  800/08 


U:  manner;  OD 


intentional  or  accidental 

drowning? 

Dx  ~~~~ 


yes:  undeter- 
mined manner 


53  yrs  old 


yes:  OD;undeter- 
mined  manner 


34  yrs  old 


DMH/93/2800/09 


Suicide:  hanging 


Dx,  Incar. 


yes:  suicide 


25  yrs  old 


M 


DMH/93/2  800/ 10 


Suicide:  hanging 


Dx 


yes:  suicide 


35  yrs  old 


reports  completed  by  the  DMH  Office  of  Internal  Affairs  in  1993. 
F  THE  32  DMH  INVESTIGATIVE  REPORTS  FOR  1993: 

17  DEATHS  WERE  OFFICIALLY  NOTED  AS  HAVING  BEEN  DUALLY  DIAGNOSED  CLIENTS 

2  DEATHS  WERE  OFFICIALLY  RULED  "NATURAL  CAUSES" 

13  DEATHS  WERE  OFFICIALLY  RULED  "SUICIDES": 
Of  these  suicides: 

2  were  overdoses 

1  was  by  leaping  in  front  of  an  MBTA  train 

2  were  by  drowning 
6  were  by  hanging 
1  was  by  shooting  oneself  with  a  gun 
1  was  by  cutting  wrists 

15  DEATHS  WERE  OFFICIALLY  RULED  "UNDETERMINABLE": 
Of  these  undeterminable  cases: 

6  were  overdoses  as  determined  by  toxicology/autopsy  but  the  medical  examiner  was  unable  to  determine  if  the 
overdose  was  accidental  or  a  suicide.  See  case  numbers: 

DMH/93/2600/02  DMH/93/2700/03 

DMH/93/2600/05  DMH/93/2800/02 

DMH/93/2700/01  DMH/93/2800/08 

1  was  a  hanging  but  the  OlA  investigator  did  not  consult  the  medical  examiner's  report  so  it  could  not  be  concluded 
if  the  hanging  was  a  suicide  or  an  accident.  See  case  number  DMH/93/2200/01. 

2  were  drownings  yet  the  medical  examiner  could  not  conclude  whether  or  not  the  drowning  was  an  accident  or 
suicide.  See  case  numbers  DMH/93/2800/03  and  DMH/93/2800/07. 

2  were  completely  undeterminable  due  to  lack  of  medical  examiner's  report  and/or  autopsy  report.  The  Bureau 

was  unable  to  ascertain  the  cause  or  manner  of  death  in  reading  these  OIA  death  investigation  reports.  See 
case  numbers  DM H/93/2700/02  and  DMH/93/2800/06. 

1  DEATH  WAS  OFFICIALLY  RULED  AN  "ACCIDENT":  (see  case  number  DMH/93/2800/04) 

The  client  was  a  dual  diagnosis  alcoholic  who  was  killed  in  a  car  crash  as  while  driving  drunk. 

1  DEATH  WAS  OFFICIALLY  RULED  A  "HOMICIDE":  (see  case  number  DMH/93/2600/03) 

The  client  was  killed  by  another  DMH  client  during  an  altercation  but  the  Bureau  did  not  receive  any  documentation  of  an 
investigation  of  the  offending  client  and  resulting  action.  Both  clients  lived  in  the  community  at  the  time  of  the  homicide. 

BASED  ON  THE  INFORMATION  SUPPLIED  BY  THE  DEPARTMENT  OF  MENTAL  HEALTH, 
THE  HOUSE  POST  AUDIT  AND  OVERSIGHT  BUREAU  CITES 

*£  '"»r'  tui?  •»■»  TKivrcTir1  a  ti\/i?  r*  a  ccc   a  c  DATriWTi  a  i  i  v  ddtvcwt  a  di  c 


The  House  Post  Audit  and  Oversight  Committee  and  Bureau  began  examining 
mortality  information  and  death  investigations  conducted  by  the  Department  of  Mental 
Health  (DMH)  after  a  number  of  published  reports  highlighted  the  Department's  service- 
delivery  deficiencies.  The  Department  had  previously  been  developing  an  expanded 
community  based  system,  closing  many  state-run  facilities  in  favor  of  vendor-operated 
group  homes  and  residences.  Given  the  Bureau's  initial  findings  and  concerns,  the 
HPAO  Committee  and  Bureau  recommended  the  following  in  the  fall  of  1993: 

The  House  Post  Audit  and  Oversight  Committee  (the  "Committee")  in 
conjunction  with  the  Bureau  undertake  a  comprehensive  review  of  the 
DMH's  plans  and  efforts  to  establish  a  community-based  acute  care 
network  of  care  for  the  mentally  ill. 

In  June  1995,  the  Bureau  became  aware  of  information  compiled  by  DMH  (in 
response  to  a  Freedom  of  Information  Act  (FOIA)  request)  in  a  May  1995  memorandum 
that  indicated  a  79%  increase  in  DMH  client  deaths  between  1990  and  1994  (See 
Appendix  A).  As  recommended  in  the  Bureau's  1993  report  and  in  response  to  the 
previously  mentioned  mortality  statistic,  the  Committee  held  two  public  hearings  and 
issued  subpoenas  to  DMH  for  all  mortality  information  that  was  used  in  preparing  the 
response  to  the  FOIA  request.. 

A  table  titled  "DMH  Service  Issues  for  Client  Population,  1990-1994"  was 

included  in  the  materials  sent  from  DMH  to  in  response  to  the  FOIA  request.  The  second 

footnote  accompanying  the  table  states: 

The  increase  in  the  number  of  deaths  over  time  does  not  necessarily 
indicate  that  more  deaths  are  occurring  but  rather  reflects  an 


1  Charles  River  Hospital  -  West,  Preliminary  Report,  Dated  October  15,  1 993,  page  24. 


improvement  in  reporting  of  all  manner  of  deaths  as  well  as  enhanced 
data  collection  capabilities.2 


The  House  Post  Audit  and  Oversight  Bureau  (the  Bureau)  analyzed  the  DMH's  claim  that 
the  79%  increase  in  client  deaths  was  due  to  better  record-keeping  procedures  and  data 
collection  capabilities  as  well  as  other  information  relating  to  the  deaths  of  DMH  clients. 
The  Bureau's  preliminary'  fact  finding  found  no  documentary  support  for  DMH's 
claim  that  better  record-keeping  was  responsible  for  the  increase  in  the  number  of 
reported  deaths.  During  the  period  audited,  the  Bureau  found  that  DMH  had  produced 
inconsistent  information,  a  lack  of  uniformity  of  investigative  reports,  and  unenforced 
and  irregular  investigative  procedures.  Also,  the  Bureau  found  no  support  for  DMH's 
claim  that  changes  in  protocol  made  in  1992  increased  the  number  of  deaths  reported,  nor 
did  the  policy  changes  result  in  expanded  Office  of  Internal  Affair's  (OIA) 
responsibilities.    The  Bureau's  preliminary  fact  finding  raised  questions  about 
DMH's  capacity  to  oversee  its  own  death  investigative  process,  and  a  performance 
audit  was  undertaken  to  fully  examine  DMH  processes  and  decision-making. 


2  See  Appendix  A:Table,  "DMH  Service  Issues  for  Client  Population,  1990-1994",  compiled  by  DMH,  and 
received  by  HPAO  Bureau  in  June  1995.  Also  see  Appendix  A:  Table:  1,  "Magnification  of  Footnotes  Al- 
io." 


From  1993  to  1995,  the  number  of  death  investigations  left  incomplete  by  the 
year's  end  remained  consistently  high.  In  1993,  50%  of  the  cases  were 
incomplete.  In  1994,  62%  of  the  cases  were  incomplete.  In  1995,  70%  of 
the  cases  were  incomplete.  (These  percentages  took  into  consideration  those 
investigations  that,  under  DMH  guidelines,  were  not  expected  to  be  completed 
until  the  following  year.) 


BACKGROUND; 

According  to  the  information  provided  by  DMH  in  June  of  1995,  DMH  has 
witnessed  a  steady  rise  in  the  number  of  client  deaths  from  132  deaths  in  calendar  year 
1990  to  236  deaths  in  calendar  year  19945.  These  figures  demonstrate  a  79%  increase 
during  a  five  year  period  despite  a  constant  DMH  estimated  client  population  of 
75,0006.  In  addition,  the  DMH  information  reveals  marked  increases  in  the  number  of 
clients  injured,  from  77  in  1 993  to  1 75  in  1 994,  as  well  as  increases  in  the  number  of 
clients  who  were  Absent  Without  Authority  (AWA),  from  364  in  1993  to  542  in  1994 
(Appendix  A).  The  number  of  injuries  more  than  doubled  and  the  number  of 

AWA's  increased  by  more  than  65%  in  only  a  two  year  period.  The  total  number  of 

» 

beds,  both  department-operated  and  privately  contracted,  decreased  from  2329  in 
1990  to  1,595  in  1994  (31.5%).  The  yearly  number  of  complaints  increased  slightly 
by  an  average  of  0.72%  per  year  from  1990  to  1994. 


5  See  Appendix  A,  DMH  Memorandum  received  by  HPAO  Bureau  in  June,  1995. 

6  In  a  five  year  span,  from  1 990  to  1 994,  DMH  maintained  a  constant  client  population  of  75,000 
consumers.  Subsequent  testimony,  submitted  by  the  DMH  Commissioner  at  the  June  20,  1995  public 
hearing,  tallied  the  DMH  population  at  80,000  clients.  Despite  the  5,000  person  difference,  both 
calculations  by  the  department  demonstrated  a  constant,  unchanging  population  over  the  five  year  period. 
The  Director  of  the  Office  of  Program  Operations,  who  assembled  the  data  provided  in  the  table  "DMH 
Service  Issues  for  Client  Population,  1990-1994",  testified  on  March  7,  1996,  that  the  Department  does  not 
have  the  computer  capacity  to  tally  the  specific  number  of  people  served.  Thus,  while  all  the  other 
numbers  indicated  in  the  table  are  specific,  the  population  statistic  is  an  estimate,  "a  planning 
population  number  (that  we  use)  for  policy  and  programmatic  decision-making  purposes"  according 
to  the  Director  of  the  Office  of  Program  Operations. 


In  response  to  questions  from  the  Bureau  concerning  DMH  mortality  and  escape 
information,  DMH  administration  claimed  that  an  improved  record-keeping  system  was 
responsible  for  the  increases  in  the  number  of  deaths  recorded.  DMH  indicated  that 
policy  changes  made  by  the  Commissioner  in  1 992  resulted  in  more  elaborate  and 
inclusive  record-keeping  procedures  .  According  to  DMH,  these  changes  increased  the 
scope  of  the  Office  of  Internal  Affair's  (OIA)  investigative  responsibilities  by  expanding 
the  definition  of  a  DMH  client  death  to  include  "every  death  or  injury  involving  any 
person,  even  those  with  a  marginal  connection  to  DMH  at  any  time".    Additionally,  the 
Department  pointed  to  an  improved  data  system  that  purportedly  enhanced  the  aggregate 
information  collected  by  the  OIA.  Thus,  according  to  DMH,  the  increased  number  of 
deaths  and  injuries  reflected  an  overall  increase  in  the  Department's  capacity  to  handle  an 
expanded  variety  and  quantity  of  cases. 

ISSUES 

I.:  DMH's  Failure  to  Substantiate  Record-Keeping  Claim 
A.  Policy  Expansions  Predate  1992  Policy  Amendment 

The  Bureau's  preliminary  investigation  failed  to  substantiate  DMH's  claims  that 

better  record-keeping  resulted  in  the  rise  in  the  number  of  recorded  DMH  client  deaths. 

The  DMH  claim  that  better  record  keeping  resulted  in  more  reported  deaths  cannot 

be  substantiated  by  DMH  documents  or  testimony.  A  1990  policy  amendment 

expanded  the  scope  of  DMH's  investigative  responsibility.  This  policy  was 


Hearing  Transcript,  6/20/95,  pgs  6-7.    See  Appendix  D-l ,  DMH  Commissioner's  written  testimony, 
received  by  the  Bureau  on  6/20/95. 

8  See  Appendix  D-l.  "Analysis  of  DMH  Client  Deaths,  1990-1995",  testimony  submitted  June  20,  1995  to 
the  House  Post  Audit  and  Oversight  Bureau  by  Commissioner  Elias. 


promulgated  by  Commissioner  Elias'  predecessor,  Commissioner  Henry  Tomes 

(Appendix  B-l).  The  1990  policy  memorandum  mandated  that  all  medicolegal  deaths 

were  to  be  reported  by  the  Deputy  DMH  Commissioner  to  the  01 A  by  the  end  of  the 

following  day.  The  1990  policy  memorandum  defines  a  medicolegal  death  as  the 

following: 

The  death  is  medicolegal  if  the  Medical  Examiner  takes  jurisdiction  or  if  the  death 
occurred  in  unusual  circumstances  (e.g.  occurred  suddenly  and  unexpectedly,  was 
the  result  of  violence,  accident,  suicide,  or  was  caused  by  other  than  purely 
natural  causes). 

(Section  1.0,  DMH  Commissioner's  Policy  Memorandum,  Policy  #  90-2; 

Date  of  Issue:  10/12/90;  Effective  Date:  10/12/90;  Commissioner  Henry 

Tomes,  Ph.D.)9 

In  1992,  Commissioner  Elias  issued  an  additional  memorandum  on  this  issue 
which  purported  to  expand  the  existing  policy.  Commissioner  Elias1  policy 
amendment  did  not  expand  the  definition  of  a  DMH  client  death  beyond 
Commissioner  Tomes'  original  definition.  Rather,  DMH's  interpretation  of  the 
1992  memorandum  made  the  definition  of  a  DMH  client  ambiguous.  Although  the 
DMH  Commissioner's  written  testimony,  submitted  to  the  Bureau  on  June  20,  1995, 
stated  that  the  1992  policy  amendment  extended  death  reporting  requirements  beyond  the 
previous  protocol,  the  Bureau  found  no  evidenr  *  of  such  changes  in  the  actual  policy 
amendment.  In  fact,  other  than  the  definition  of  a  DMH  client  stated  in  policy  #90-2  (see 
Appendix  B-l),  the  Bureau  found  no  evidence  of  any  expanded  definition  of  the  DMH 
population  or  a  DMH  client  death  in  this  policy  at  all10. 


9  See  Appendix  B-l. 

See  Appendix  B-2.  The  1992  policy  memorandum  requires  that  all  medicolegal  deaths  be  reported 
immediately  to  OlA  and  the  "Executive  on  Call".  However,  the  1992  policy  memorandum  does  not  define 
medicolegal  deaths.  Thus,  the  Bureau  refers  to  the  above  definition  of  medicolegal  deaths  outlined  in  the 
original  1990  policy  memorandum.  In  addition,  the  1990  policy  memorandum  requires  that  any  natural  or 


The  1992  policy  amendment  did  not  expand  the  1990  requirement  by 
Commissioner  Tomes  to  report  all  deaths,  medicolegal  and  general,  to  OIA.    Since 
1990,  DMH  staff  has  been  required  to  report  all  medicolegal  deaths  to  the  OIA 
immediately,  and  all  other  deaths  by  the  end  of  the  following  day.  The  1992  policy 
amendment  did  expand  01  A' s  mandatory  reporting  responsibilities  to  include  immediate 
accounting  of:  a.)  specified  types  of  abuse;  b.)  serious  injuries  resulting  in  client 
treatment  at  an  emergency  medical  facility;  c.)  serious  sexual  assault  by  or  upon  a  client; 
d.)  other  incidents  as  judged  necessary  by  the  Area  Director  (See  Appendix  B-2). 
However,  none  of  these  expanded  responsibilities  modify  the  1990  policy  requirements  to 
report  all  medicolegal  deaths  immediately  and  all  other  deaths  by  the  end  of  the  following 
day.  The  Bureau  found  no  evidence  that  1 992  policy  amendment  was  responsible  for  an 
increase  in  reported  deaths  since  this  policy  did  not  significantly  change  the  death 
reporting  requirements.  Further,  the  Bureau  found  no  evidence  that  area  directors  or 
other  DMH  officials  took  any  comprehensive  steps  to  expand  the  definition  of  DMH 
client  during  this  period.  DMH  took  the  position  during  the  audit  that  the  memorandum 
issued  in  1992  expanded  the  definition  of  DMH  client  to  anyone  whom  had  ever  received 
DMH  services  regardless  of  the  time  period.  While  the  memorandum  purports  to  expand 


man-made  disasters  affecting  DMH  clients  and/or  facilities  should  be  reported  immediately  to  OIA  as  well 
as  "up  the  chain  of  command".  Escapes,  allegations  of  abuse,  allegations  of  crime,  or  other  serious  events 
(suicide  attempts,  serious  injury  regardless  of  cause)  should  be  reported  to  OIA  at  the  discretion  of  the 
DMH  Commissioner.  The  1992  policy  amendment  of  the  original  1990  memorandum  specifies  that 
particular  types  of  abuse,  escapes,  and  "other  incidents"  be  reported  to  OIA  immediately  or  by  the  end  of 
the  following  day. 


the  scope  of  client  eligibility  by  removing  time  frame  limitations  for  services  last 
received,  it  does  not  provide  a  clear  definition  of  a  DMH  client   . 

Testimony  received  from  the  Deputy  Commissioner  of  Program  Operations 
pointed  to  two  major  flaws  in  the  present  DMH  system  concerning  the  definition  of 
clients  and  the  department's  ability  to  track  them.  First,  the  Deputy  Commissioner  cited 
the  issue  of  client  eligibility  for  services,  stating  that  the  present  definition  of  a  client 
based  on  "diagnosis,  duration  of  illness,  and  functional  impairment"  has  "in  practice... 
proven  to  be  open  to  too  much  interpretation,  is  too  subjective.  I  cannot  guarantee  that  if 
I  am  eligible  in  Pittsfield,  I  am  eligible  in  Provincetown"1  .  This  implies  that  the  present 
definition  for  client  eligibility  for  services  is  not  uniform  throughout  the  state. 

Second,  the  Deputy  Commissioner  cited  limitations  in  the  DMH  computer  system 

and  ability  to  track  all  DMH  clients,  as  noted  below: 

Q:  ...What  assurances  do  you  have  that  you're  getting  all  of  the  people 
who  receive  services  from  the  Department  when  you  produce  these 
statistics  on  mortality? 

A:  We  don't  have  an  adequate  system  to  tell  us  whether  we've  captured 
everyone  who  is  a  Department  of  Mental  Health  service  user...13 

Furthermore,  an  independent  report  studying  the  implications  of  the  rising 

mortality  statistics  in  Massachusetts  uncovered  data  supporting  the  notion  that  the 

number  of  DMH  deaths  was  actually  understated.  On  June  20,  1995,  the  same  day  as 

the  HPAO  hearing,  the  DMH  Commissioner  petitioned  the  Evaluation  Center  at  Human 


The  Bureau  did  not  find  any  evidence  that  deaths  of  clients  who  received  services  beyond  six  months 
were  responsible  for  the  increase  in  deaths. 

12  Statement  Transcript,  2/8/96,  page  18,  line  12-22. 

13  Statement  Transcript,  2/8/96,  page  24,  line  8-14. 


Services  Research  Institute  (HSRI)14  in  Cambridge,  to  "carry  out  an  objective  review 
regarding  the  reporting  and  interpretation  of  DMH  critical  incident  data  on  client  deaths 
...  (and)  develop  policy  recommendations  which  will  clarify  and/or  correct  existing  and 
potential  problems  identified  by  the  (report)"15.  In  researching  mortality  statistics,  the 
Evaluation  Center's  Task  Force  developed  a  new  database  combining  DMH  client  Social 
Security  numbers  supplied  by  the  Department  with  annual  computerized  death  records 
supplied  by  the  Department  of  Public  Health.  The  resulting  information  revealed  that,  of 
the  clients  tracked  by  the  DMH  computer  system1  ,  369  deaths  were  reported  to  OIA 
but  884  deaths  of  clients  known  to  DMH  were  not  reported,  recorded  or  investigated 
by  DMH's  OIA  unit17.  The  Evaluation  Center's  research  also  revealed  that  305  deaths, 
in  addition  to  the  previously  mentioned  369  deaths,  were  recorded  by  OIA  but  these 
clients  had  not  been  included  in  the  DMH  general  client  database.  Nonetheless,  OIA  had 
taken  responsibility  for  these  people's  deaths  as  clients  of  the  department. 

The  Bureau  cites  OIA's  failure  to  account  for  884  client  deaths  as  an  indication  of 
DMH's  inability  to  properly  and  efficiently  track  clients  already  in  its  limited  database. 
Furthermore,  the  Bureau  cites  the  305  deaths,  recorded  by  OIA  yet  untraceable  through 
the  general  DMH  database,  as  an  indication  that  during  the  period  audited,  DMH's 
database  was  inadequate. 


14  The  Evaluation  Center  at  HSRI  is  a  federally  funded  "non-profit  research  and  planning  organization" 
that  was  funded  to  "encourage  mental  health  system  change  and  to  improve  planning,  development,  and 
operation  of  adult  mental  health  services  through  better  use  of  evaluation".  Quoted  from  "Center  News", 
Vol.  1,  No.  1,  Fall  1995,  page  1,  a  newsletter  published  by  the  Evaluation  Center  at  HSRI. 
13  Task  Force  Report;  Department  of  Mental  Health  Service  Recipient  Mortality.  January  26,  1996,  page  2. 

DMH's  present  computer  system  tracks  clients  enrolled  in  three  types  of  services:  residential,  case 
managed,  and  inpatient  services.  The  department  offers  other  services  but  these  are  not  presently  tracked 
by  DMH's  computer  database.  Deposition  Transcript,  2/8/96,  page  20. 

Task  Force  Report:  Department  of  Mental  Health  Service  Recipient  Mortality.  January  26,  1996,  page  7. 
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B.  Dropping  Number  of  Cases  Assigned  Per  Year.  1990  to  1995: 
Dropping  Number  of  Cases  Completed  in  the  Same  Year  Thev  Were  Assigned 

DMH  stated  that  the  increase  in  deaths  and  injuries  was  the  result  of  the  increase 

in  the  volume  of  cases  handled  based  upon  the  1992  policy  amendment  and  an  improved 

ID 

data  tracking  system   .  Yet  information  produced  by  DMH  revealed  a  decline  in  the 
number  of  cases  assigned  to  investigators  each  year.  Also,  DMH  failed  to  provide 
consistent  data  regarding  the  number  of  investigators  and  investigations.  For  a  further 
review  of  these  specific  numbers,  the  Bureau  has  compiled  a  table,  Appendix  C,  based  on 
DMH's  information.  DMH's  inability  to  consistently  account  for  the  number  of 
investigators  and  investigations  from  1990  to  1995  undercuts  DMH's  claims  of  improved 
reporting  and  enhanced  data  collection. 

DMH  information  identified  some  disturbing  trends   .  Information  on  DMH 
investigations  revealed  that  each  year  a  number  of  cases  were  assigned  but  were  not 
closed  by  the  end  of  that  same  year.  In  addition,  a  certain  number  of  backlogged  cases 
carried  over  from  the  previous  year.  The  Bureau  cites  this  substantial  carryover  as  an 
indication  of  the  lack  of  adherence  to  investigative  timelines.    This  failure  to  complete 
investigations  directly  undermines  DMH's  claims  of  "improvement  in  reporting  of  all 
manner  of  deaths  (and  injuries)  as  well  as  enhanced  data  collection  capabilities"20. 


18  See  Appendix  D-l,  "Analysis  of  DMH  Client  Deaths,  1990-1995",  DMH  Commissioner's  written 
testimony,  6/20/95,  page  2,  for  reference  to  1992  policy  amendment.  See  Appendix  A:  Table:  1,  footnotes 
#  (2)  and  (3)  for  reference  to  increase  in  numbers  of  deaths  and  injuries  due  to  improved  reporting 
requirements. 

19  See  Appendix  C,  specifically  DMH's  data  from  October  20,  1995,  and  January  1 1,  1996. 

20  See  Appendix  A:  Table:  1,  #  (2),  (3),  and  (5). 
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Also,  DMH's  statistics  demonstrate,  during  the  1990  to  1995  period,  a  decline  in 


the  number  of  investigative  cases  completed  in  the  same  year  they  were  assigned 


21 


According  to  DMH,  the  number  of  cases  completed  in  the  year  of  assignment  was:  175 
cases  in  1990,  195  in  1991,  82  in  1992,  74  in  1993,  52  in  1994,  and  20  cases  in  the  first 
eight  (8)  months  of  1995.  Based  on  DMH's  statistics,  the  Bureau  calculated  the  total 
number  of  cases  assigned  per  year,  regardless  of  whether  they  were  completed  in 
subsequent  years.  The  number  of  cases  assigned  per  year,  based  on  DMH's  latest 
information,  is  as  follows:  234  cases  in  1990,  247  in  1991,  1 15  in  1992,  145  in  1993,  94 
in  1994  and  20  cases  within  the  first  eight  (8)  months  of  1995. 
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*  All  years  are  calendar  years.  1995  data  is  only  through  August  31,  1995  according  to  DMH. 
The  graph  above  demonstrates  a  definitive  decline  in  the  number  of  cases  assigned, 

regardless  of  whether  they  were  death  investigations  or  investigations  of  other  types  of 

abuse.  The  graph  also  shows  that  of  those  cases  that  were  assigned,  the  number  that  were 

actually  completed  within  the  year  of  assignment  dropped  simultaneously. 


21 


Investigative  cases  are  not  limited  to  death  investigations  but  include  any  investigation  resulting  from  a 
complaint  filed  according  to  104CMR24:00,  and  thereby  under  the  investigative  jurisdiction  of  the  Office 
of  Internal  Affairs. 
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While  the  number  of  overall  investigative  cases  declined,  many  cases  that  were 
specifically  death  investigations  were  not  completed  in  the  year  they  were  assigned.  The 
number  of  annual  death  investigations  assigned  rose  slightly:  46  cases  in  1990,  56  in 
1991,  84  in  1992,  75  in  1993,  85  in  1994,  50  in  1995.  The  Bureau  considers  the  rise  in 
number  of  death  investigations  a  possible  reflection  of  the  rise  in  overall  deaths  occurring 
between  1990  and  1995.  Simultaneously,  DMH's  statistics  demonstrated  a  rise  in  the 
number  of  death  investigations  not  completed  in  the  year  they  were  assigned:  20  in  1990, 
14  in  1991,  28  in  1992,  45  in  1993,  65  in  1994,  and  38  in  1995.  Based  on  these  DMH 
numbers,  the  Bureau  calculated  the  number  of  death  investigations  actually  completed  in 
the  same  year  they  were  assigned:  26  cases  in  1990,  42  in  1991,  56  in  1992,  30  in  1993, 
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20  in  1994,  and  12  in  1995   .    The  graph  below  shows  these  three  sets  of  numbers 


regarding  death  investigations: 

Number  of  Death  Investigations  Assigned,  Completed  and  Not  Completed 


1990 


1991 


1992 


1993 


1994 


1995* 


■#  of  death 
investigations  assigned 


•  of  death 
investigations 
completed  In  yr 
assigned 

•#  of  death 
investigations  NOT 
completed  within  yr 
assigned 


*  All  years  are  calendar  years. 


22  The  Bureau  has  identified  two  types  of  "completed  death  investigations  per  year".  The  first  type  of 
completed  investigation  is  one  that  is  assigned  and  completed  in  the  same  year.  The  second  type  of 
complete  investigation  is  one  that  is  completed  within  one  year  yet  assigned  previously  in  a  former 
year.  DMH  offered  no  explanation  for  the  two  final  sets  of  numbers  (sent  by  DMH  in  January  of  1996) 
tallying  the  total  number  of  death  investigations  per  year.  Thus  the  Bureau  assumed  the  above  distinction 
given  the  lack  of  another  explanation  for  one  greater  and  one  lesser  set  of  numbers  provided  by  DMH  for 
the  same  request  concerning  total  number  of  cases  per  year. 
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The  graph  above  charts  the  number  of  death  investigations  assigned  and 
completed  in  the  year  of  assignment.  DMH  provided  data  documenting  the  total  number 
of  death  investigations  completed  per  year,  including  those  cases  that  were  assigned  that 
year  as  well  as  cases  carried  over  from  previous  years.  For  example,  a  case  assigned  in 
1991  might  not  be  completed  by  01 A  until  1993  and  becomes  part  of  the  total  statistic  for 
1993's  completed  cases.  The  total  number  of  death  investigations  completed  was  26  in 
1990,  59  in  1991,  70  in  1992, 48  in  1993, 42  in  1994,  and  42  in  1995.  Thus,  of  the  total 
number  of  deaths  per  year  between  1993  and  1995,  only  25%  or  less  were  investigated: 


Ratio  of  Annual  Number  of  Deaths  to  Total  Number  of  Death  Investigations 

Completed  Per  Year  , .  


1993 


■total  number  of  deaths  par  yaar 


■total  number  of  death 
Investigations  completed  per 
year 


1994 


1996 


These  statistic"  show  that  even  though  DMH  is  handling  fewer  death 
investigations  per  year,  demonstrating  a  decline  in  overall  work  volume,  the  Department 
closed  less  of  those  cases  on  an  annual  basis.  These  numbers  illustrate  a  rising 
percentage  of  incomplete  death  investigations  carried  over  from  the  year  of  assignment. 
The  simultaneous  reduction  in  the  number  of  cases  initiated  each  year,  and  the  declining 
number  of  those  cases  which  are  completed  each  year,  is  inconsistent  with  the  claim  that 
an  increase  in  productivity  and  case  volume  has  led  to  an  increase  in  reported  deaths.  The 
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declining  total  number  of  cases  assigned  and  the  annual  high  percentage  of  those  cases 
and  death  investigations  that  remain  incomplete  suggest  that,  while  deaths  have  been 
rising,  the  aggregate  investigative  product  has  been  diminishing.  The  Bureau  believes 
that  these  issues  are  critical  since  DMH  should  ultimately  determine  whether  these  deaths 
were  avoidable  or  postponeable. 

C.  Missing  Death  Investigations  And 
Lack  of  Timeliness  In  Conducting  Investigations 

The  June  1995  table  prepared  by  DMH,  entitled  "DMH  Service  Issues  for  Client 

Population,  1990-1994"23,  demonstrates  that  631  deaths  occurred  between  1993  and 

1995.  However,  according  to  information  received  from  DMH  in  September,  1995,  OIA 

initiated  only  137  investigations.    DMH's  data  indicates  that  only  22%  of  the  631  deaths 

» 

occurring  between  1993  and  1995  were  actually  investigated.  In  response  to  the  Bureau's 
request  for  copies  of  all  investigative  cases  from  1993  to  1995,  DMH  sent  96  completed 
reports  (see  Appendix  N). 

Since  OIA  initiated  137  investigations  in  the  past  three  years  and  OIA  sent  96 
reports  to  the  Bureau  in  October  1995,  the  Bureau  requested  documentation 
clarifying  the  status  of  the  missing  41  reports.  On  October  20, 1995,  DMH  sent  the 
Bureau  a  list  of  71  death  investigations  that  were  assigned  and  remained  open  for 
the  1993  to  1995  period24.  Of  the  71  reports  listed,  14  investigations  were  not  assigned 
within  five  (5)  days  after  the  complaint  was  filed,  as  required  by  DMH's  104  Code  of 


See  Appendix  A. 
4  The  list,  sent  to  the  Bureau  from  DMH  on  October  20,  1995,  included  an  investigation  docket  number 
for  each  report,  the  OIA  investigator's  name,  the  date  the  investigative  complaint  was  filed  at  OIA,  the 
date  the  investigation  was  assigned,  the  area  of  the  state  where  the  incident  occurred,  and  the  type  of  DMH 
service  provided  to  the  client  prior  to  death. 
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Massachusetts  Regulations  (CMR)  section  24:00  (see  Appendix  E).  Three  (3)  of  these  14 

investigations  were  not  assigned  for  investigation  until  one  year  after  the  complaint  was 

filed.  Only  four  (4)  investigations  were  assigned  after  August,  1995.  Thus,  by  the  end  of 

1995,  67  death  investigations  assigned  between  1993  and  1995  had  remained  open  for 

periods  ranging  between  five  months  to  two  years.  Under  the  investigative  timeline 

detailed  in  DMH  internal  regulations  (see  Appendix  E),  the  Bureau  considers  all  67  death 

investigations  to  be  overdue.  The  Bureau  requested  documentation  of  all  overdue 

investigations  in  the  form  of  a  decision  letter,  request  for  time  extension,  or  an 

appeal  for  further  investigation.  DMH  supplied  no  such  documentation  in  any  of 

the  71  cases  listed  as  incomplete  by  1995. 

Based  on  DMH's  investigative  appeal  process  as  outlined  in  104CMR24:00,  all 

reports  should  require  at  least  one  month  and  three  weeks  to  complete  and,  at  most,  four 

months  and  two  weeks  if  the  case  is  appealed  to  the  executive  level  (Appendix  E). 

However,  of  the  96  investigative  reports  sent  to  the  Bureau  to  date,  36  reports  required 

six  or  more  months  to  resolve.  This  represents  more  than  a  third  of  the  reports  sent 

to  the  Bureau  that  required  more  than  six  months  to  complete.  Of  these  36 

completed  reports,  12  reports  took  a  year  or  more  to  complete. 

The  OIA  Director  acknowledged  the  lack  of  timeliness  in  adhering  to  the 

104CMR24:00  investigative  regulations  in  the  following  testimony: 

Chairman:  But  I  mean,  how  long  does  it  take  to  complete  an  investigation? 

Witness:  It  depends  of  the  nature  of  the  investigation.  I  would  like  to  be  able 
to  say  that  compliance  with  our  investigative  timeline  is  something  which  is, 
which  occurs  more  frequently  than  it  does.  It's  a  problem. 

Chairman:  It  occurs  more  often  than  not? 
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Witness:  No,  I  wish  I  could  say  that  compliance  occurs  more  often  than  it 
does.  It  is  a  problem,  and— 

Chairman:  So,  there's  a  goal  to  have  a  certain  time  frame,  but  because  of  the 
caseload,  and  the  number  of  people,  you  obviously  don't  meet  that  goal,  time 
wise. 

Witness:  That's  correct. 25 

In  his  testimony,  the  Director  estimated  that  death  investigations  require  approximately 

two  to  three  months  to  complete   .  However,  the  death  investigations  for  1993 

through  1995  that  the  Bureau  received  averaged  3.5  months  in  1993, 6.74  months  in 

1994,  and  9.22  months  in  1995.  Furthermore,  DMH  failed  to  provide  any  official 

documentation  of  extensions,  appeals,  or  decision  letters  for  the  list  of  71  outstanding 

reports,  including  67  investigations  assigned  before  August,  1995. 

OIA's  Manual  For  The  Conduct  of  Investigations  states  the  following: 

77*e  greatest  obstacle  to  the  completion  of  a  quality  investigation  is  neither 
uncooperative  witnesses  nor  inadequate  record  keeping.  Rather,  it  is  the  mere 
passage  of  time. 

*  Time  allows  well  intentioned  witnesses  to  forget;  confuse  their  actual 
observations  with  information  and  opinions  expressed  by  others,  or  to  be 
influenced  by  intimidation  or  peer  pressure; 

*  Time  allows  bloody  towels  to  be  washed,  and  wounds  to  heal,  and  other 
physical  evidence  to  disappear  or  be  altered  naturally  or  intentionally; 

*  Time  allows  deceptive  or  evasive  witnesses  to  meet  with  other  similarly 
inclined  witnesses  to  prepare  their  deceptions  and  evasions; 

*  Time  allows  for  witnesses  to  move  away,  get  sick,  die,  or  otherwise  become 
unavailable. 

The  Bureau  observes  that  for  the  audit  period  OIA  was  not  in  compliance  with  its  own 

printed  policy.  The  Bureau  notes  the  lack  of  timeliness  for  OIA's  investigative 


25  Hearing  Transcript,  6/20/95,  page  24,  lines  14-24,  and  page  25,  lines  1-5. 

Hearing  Transcript,  6/20/95,  page  26,  lines  1-6. 
■'  See  Appendix  G-l,  Manual  for  the  Conduct  of  Investigations,  chapter  I,  page  1. 
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reporting  as  evidence  that  DMH  was  not  well  informed  concerning  how  and  why 
DMH  clients  were  dying. 

104CMR24:00  regulations  specify  that,  following  the  initiation  of  an 

investigation,  there  should  be  systematic,  timely  documentation  of  the  investigation's 

status  by  either  the  Person  in  Charge,  who  oversees  the  investigation  at  the  area  level,  by 

the  Area  Director,  by  the  Deputy  Commissioner,  or  by  the  Commissioner  (see  Appendix 

E).  DMH  has  been  unable  to  supply  this  specific  documentation  concerning  investigative 

timeliness  for  at  least  71  investigations  assigned  between  1993  and  1995. 

In  addition,  testimony  from  the  OIA  Director,  received  on  June  20,  1995,  stated: 

Witness:  We're  currently  running  (OIA),  exclusive  of  any 
investigations  which  are  referred  to  us  to  handle  by  the  DPPC 
running,  at  about  700  to  750  investigations  of  all  types. 

Thus,  while  the  OIA  Director's  testimony  states  that  an  estimated  700-750  OIA 

investigations  are  conducted  per  year,  it  appears  for  the  past  three  years  that  only  1 37  of 

those  investigations  were  death  investigations,  of  which  the  Bureau  only  received  96 

investigative  reports. 

The  Bureau's  investigation  has  done  little  to  assuage  the  Bureau's  initial  concerns 

regarding  DMH's  capacity  to  monitor  its  own  death  investigation  process.  Rather,  the 

Bureau's  concerns  have  increased  since  its  investigation  of  DMH  began.  Instead  of 

greater  productivity  and  increased  volume  of  cases,  the  Bureau  has  documented  a 

decreasing  case  ioad  and  a  rising  percentage  of  incomplete  cases. 


28  Hearing  Transcript,  6/20/95,  page  22,  lines  14-17. 
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•  Of  the  declining  number  of  cases  assigned  between  1993  and  1995,  DMH 
has  failed  to  provide  documentation  for  at  least  30%  of  those  cases  (41 
missing  reports  out  of  137  said  to  be  completed  in  September  1995 
correspondence). 

•  The  investigations  received  for  1993  to  1995  demonstrated  a  steady 
increase  in  the  amount  of  time  necessary  to  complete  the  investigations, 
from  an  average  of  3.5  months  in  1993  to  9.22  months  in  1995. 

•  During  the  audit  period,  94%  of  the  cases  listed  as  incomplete  were  open 
for  five  (5)  months  to  two  (2)  years  (67  investigations  out  of  a  list  of  71 
open  cases). 

•  20%  of  the  investigations  listed  as  open  were  not  assigned  within  the 
104CMR24:00  regulated  time  of  five  (5)  days  (14  cases  out  of  the  71  open 
cases). 

•  Though  information  sent  by  OIA  in  September,  1995,  tallies  137  complete 
cases  and  71  incomplete  cases  of  those  assigned  between  1993  to  1995, 
information  sent  in  January,  1996,  indicated  62  complete  cases  and  148 
incomplete  cases  assigned  in  the  same  time  period. 

The  Bureau  found  that  for  the  audit  period,  DMH  lacked  thorough  documentation 
of  death  investigations,  fails  to  comply  with  its  own  regulatory  timeline  for 
investigation  assignment  and  completion,  and  provided  conflicting  and 
contradicting  investigations  data.  The  Bureau  concludes  that  there  is  no  evidence  of 
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better  record  keeping  but  rather,  evidence  exists  that  DMH's  record  keeping  and 
investigative  system  actually  demand  improvement  and  greater  oversight. 


D.  Drop  in  Number  of  Primary  and  Adjunct  Investigators.  1990-1995 

The  Bureau's  preliminary  investigation  revealed  other  issues.  For  example, 
despite  OIA's  statistical  fluctuation  and  inconsistency,  the  data  is  consistent  in 
demonstrating  that  during  the  audit  period  there  was  a  decline  in  the  number  of  total  full 
time  investigators  (see  Appendix  C).  Information  received  from  the  DMH  in  August, 
1995,  reveals  a  drop  from  eleven  01 A  investigators  in  1990  to  eight  01 A  investigators  in 
1995.  In  September  1995,  OIA's  correspondence  with  the  Bureau  indicated  a  drop  from 
eleven  investigators  in  1990  to  seven  investigators  in  1995   .  The  information  received 
from  01 A  in  August  revealed  that  the  number  of  adjunct  investigators30  also  declined 
from  187  in  1990  to  56  in  1995. 

During  the  June  20, 1 995  hearing,  the  OIA  Director  testified  that  OIA  was  "in  the 
process  of  bringing  on  board  some  twenty  additional  investigators"31 .  OIA  did  in  fact 
hire  these  20  investigators  in  August,  September,  November,  and  December  1995  which 
OIA  confirmed  with  the  Bureau.  OIA  has  indicated  that  these  full-time  investigators 
replaced  the  adjunct  investigators  at  OIA.  While  the  Bureau  has  confirmed  that  22 


This  information  did  not  specify  if  these  investigators  were  involved  in  104  Code  of  Massachusetts 
Regulations  (CMR)  section  24:00  cases  or  Massachusetts  General  Laws  (MGL)  chapter  19C  cases. 

The  Director  of  the  Office  of  Internal  Affairs  defined  "adjunct  investigators"  in  correspondence  sent  to 
the  Bureau  on  August  8,  1995,  as  the  following:  "Adjunct  investigators  are  DMH  employees  working 
under  the  various  DMH  Area  Directors.. Typically, ..,  adjunct  investigators  are  assigned  to  investigate 
complaints  of  a  less  serious  nature,  and  even  then  are  supervised  by  Internal  Affairs  Investigations 
Managers ."  For  the  complete  citation,  see  Appendix  M. 
31  Hearing  Transcript,  6/20/95,  page  11,  lines  21-23. 
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investigators  have  indeed  been  hired  and  8  investigative  managers  have  been  appointed, 
the  Bureau  remains  concerned.  Given  DMH's  current  system,  the  Bureau  questions 
the  ability  of  22  full-time  investigators  and  8  investigative  managers  to  replace  the 
personnel  force  of -8  full-time  investigators  and  56  adjunct  investigators.  On  a 

quantitative  scale,  01 A  is  experiencing  a  decrease  in  total  investigative  staff  from  198 
personnel  in  1990  (1 1  full-time  +  187  adjuncts)  to  30  personnel  in  1996  (22  full-time  +  8 
managers).  The  quality  of  the  investigator  and  thoroughness  of  his/her  training  may  well 
be  enhanced  by  an  increase  in  the  number  of  full-time  OIA  staff.  However,  01 A  has 
divided  the  Commonwealth  into  seven  geographic  areas.  Since  OIA's  total  staff  is  30 
investigators,  including  the  investigative  managers,  there  can  only  be  approximately 
three  OIA  staff  to  investigate  each  area.  With  2431  complaints  filed  during  1994,  the 
Bureau  is  skeptical  that  three  OIA  staff  per  area  can  investigate  such  a  volume  of 
work  in  a  timely  manner.  Even  given  the  increase  in  full  time  investigators,  the  Bureau 
questions  OIA's  ability  to  fulfill  its  mandated  responsibilities. 

E.  HPAO  Bureau's  Conclusions 

Regarding  DMH's  Better  Record-Keeping  Claim 

The  number  of  investigators,  and  thereby  OIA's  capacity  to  handle  investigative 
cases,  dropped  significantly  for  the  audit  period.  Meanwhile,  the  number  of  deaths, 
walkaways,  and  injuries  increased  significantly  from  1991  to  1995.  DMH's  claim  of 
better  record-keeping  does  not  explain  these  statistics.  DMH's  policies  and  practices  on 
who  constitutes  a  DMH  client  were  ambiguous  during  this  period.  There  was  no  direct 
evidence  that  the  six  month  requirement  was  expanded  at  the  field  level  or  that  the  area 
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directors  and  DMH  personnel  communicated  that  the  policy  had  changed.  The  Bureau 
found  no  evidence  that  DMH  policy  changes  caused  an  expanded  reporting  of  deaths. 

As  mentioned  previously,  an  independent  study  by  the  Evaluation  Center  at 
Human  Services  Research  Institute  (HSRI)32  ^Cambridge  revealed  that  the  number  of 
DMH  client  deaths  was  actually  underreported  for  at  least  part  of  the  period  audited  by 
the  Bureau33.  A  newly  developed  database,  combining  DMH  client  social  security 
numbers  and  Department  of  Public  Health's  annual  computerized  mortality  records, 
revealed  that  while  DMH  knew  of  369  client  deaths  between  1991  and  1993,  884  deaths 
went  unreported  even  though  the  clients  were  registered  in  the  DMH  data  system.  Also, 
the  study  showed  that  306  deaths  were  reported  to  DMH's  OIA  unit  for  investigation  but 
were  clients  who  were  not  registered  in  the  DMH  database. 

The  Bureau  believes  that  the  decrease  in  the  number  of  investigations,  the 
increased  length  of  time  to  complete  investigations,  the  underreporting  of  client  deaths, 
and  the  confusion  over  the  client  eligibility  definition  casts  doubt  on  DMH's  claims.  For 
example,  if  record-keeping  had  improved,  it  would  be  evidenced  by  an  improved  tracking 
system,  better  qualitative  data  analysis  capabilities,  and  a  greater  capacity  to  process  more 
investigations.  There  was  no  such  improved  capacity  that  has  been  evidenced  in  the 


2  The  Evaluation  Center  at  HSRI  is  a  federally  funded  "non-profit  research  and  planning  organization" 
that  was  funded  to  "encourage  mental  health  system  change  and  to  improve  planning,  development,  and 
operation  of  adult  mental  health  services  through  better  use  of  evaluation".  Quoted  from  "Center  News", 
Vol.  1 ,  No.  1,  Fall  1995,  page  1,  a  newsletter  published  by  the  Evaluation  Center  at  HSRI. 
33  HSRI  audited  DMH  mortality  records  between  1991  and  1993.  The  Bureau  audited  DMH  for  the  1990 
and  199S  period  and  focused  on  death  investigations  for  1993  to  1 995  in  order  to  reflect  the  time  period 
subsequent  to  the  Commissioner's  policy  #90-2,  that  allegedly  improved  DMH's  investigative  reporting 
requirements. 
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period  audited  by  the  Bureau.  Rather,  during  the  period  audited,  the  Bureau  documented 
a  definitive  decrease  in  01 A  personnel  and  caseloads  since  1990. 

The  Bureau  believes  that  DMH's  statutory  responsibilities  in  this  area  extend 
beyond  the  mere  reporting  of  aggregate  information.  Timely,  comprehensive, 
professional,  and  coordinated  investigations  of  deaths  must  be  conducted  so  that 
deficiencies  in  the  DMH  service  delivery  system  can  be  clearly  identified  and  corrected. 

II.:  Accuracy  of  Investigations 

In  1989  DMH  published  a  Manual  for  the  Conduct  of  Investigations  .  In  1992 
Commissioner  Elias  distributed  a  condensed  form  of  this  manual  and  the  updated 
investigative  requirements  since  1989  as  an  extensive  memorandum  to  "Interested 
Persons".  The  ninety  six  (96)  investigative  reports  sent  to  the  Bureau  reveal  a  lack  of 
uniform  investigative  standards  and  deviations  from  the  protocols  established  in  the 
manual.  Each  region  varied  in  all  investigative  aspects  including  the  presentation  of 
evidence,  the  methodology  for  information  gathering,  citing  of  sources,  recording  of  the 
investigator's  name,  and  documentation  of  extensions  in  time  required  to  complete 
investigations. 

The  Bureau  found  that  despite  the  increase  in  the  length  of  investigations,  of 
the  total  number  of  death  investigations  received  each  year,  29%  in  1995, 25%  in 
1994,  and  50%  in  1993,  were  classified  as  "undetermineable"  or  "accident" 
according  to  the  OLA  investigation.  This  determination  was  made  for  two  reasons:  a.) 
OIA  concluded  its  investigation  without  obtaining  the  final  autopsy,  toxicology,  or 
Medical  Examiner's  report;  b.)  the  OIA  investigation  cited  the  Medical  Examiner  as 
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concluding  that  the  manner  and/or  cause  of  death  were  undetermineable.  Interestingly, 
the  Medical  Examiner's  office  estimated  that  only  five  (5)  out  of  60,000  deaths  per  year 
are  ruled  as  undetermined.  The  Chief  Medical  Examiner's  example  for  classifying  a 
death  as  undetermineable  was  a  skeleton  found  in  a  woods  with  no  other  evidence 
available  to  make  a  determination34. 

None  of  the  investigative  reports  received  by  the  Bureau  included  an  actual 
copy  of  the  Medical  Examiner's  report  or  an  official  Death  Certificate  attached  to 
the  report  Often  the  only  DMH  contact  with  the  Medical  Examiner's  office  was  a 
phone  call  by  the  OIA  investigator35.  As  indicated  in  some  reports,  the  Medical 
Examiner's  official  ruling  had  been  reported  to  the  OIA  investigator  verbally  by  a  third 
party.  This  reporting  was  usually  done  by  a  staff  member  at  the  facility  where  the  client 
had  died  or  by  a  family  member.  The  Bureau  believes  that  the  lack  of  documentation 
or  official  confirmation  of  the  cause  and  manner  of  death  directly  undermines  the 
comprehensiveness  and  usefulness  of  any  death  investigation. 

One  example  of  a  questionable  report  from  1993  did  refer  to  the  Death  Certificate, 
though  a  copy  of  the  document  was  not  attached  to  the  report  received  by  the  Bureau. 
The  Death  Certificate's  official  finding  was  that  the  client  had  "jumped  from  a  bridge", 
the  manner  of  death  being  suicide  and  the  cause  of  death  as  drowning.  However,  the  OIA 
investigator  concluded  the  following: 


54  See  Appendix  L,  1/19/96  Telephone  Conversation  with  State  Medical  Examiner's  Office,  page  2. 
15  See  Appendix  N,  Tables  1-3:  "DMH  Internal  Investigations  Case  Files:  Details",  specifically  column 
entitled  "Medical  Examiner's  Report  included". 


24 


The  cause  of  the  drowning,  "suicide"  "jump  from  the  bridge,"  as  indicated 
on  the  death  certificate  could  not  be  substantiated  as  there  were  no  witnesses 
to  the  incident. 

The  investigator  did  not  elaborate  as  to  why  the  death  might  not  have  been  the  reason  for 

the  cause  of  death.  She  asserted  the  above  conclusion  without  offering  substantiation 

within  her  report.   Thus,  in  this  particular  investigation,  the  OIA  investigator's  findings 

were  inconsistent  with  the  Death  Certificate's  finding. 

All  of  the  1995  Southeast  Area  investigations  document  how  many  extensions 
were  granted  through  the  appeal  process,  when  they  were  granted,  and  for  what  length  of 
time.  However,  no  other  region  documented  this  information  concerning  appellate 
extensions. 

Metro  Boston  region's  investigative  reports  demonstrated  a  lack  of  thorough 
questioning  of  all  witnesses  including  family  and  DMH  staff,  as  well  as  a  failure  to  secure 
the  scene.  The  Bureau  noted  that  these  area  reports  drew  conclusions  without  addressing 
all  the  evidence  that  was  gathered.  Of  the  four  reports  sent  to  the  Bureau  for  1995  from 
the  Metro  Boston  area,  three  deaths  were  deemed  natural  causes  though  all  three 
circumstances  presented  prevention  issues   .  For  example,  investigative  report 
#DMH/95/2600/01  indicates  that  an  investigator  was  assigned  in  1993,  one  day  after  the 
client's  death.  Seven  interviews  were  conducted  in  connection  with  the  report  within  the 
first  three  months  of  investigation.  However,  the  report  was  not  completed  until  the 
beginning  of  1995,  one  year  and  three  months  after  the  assignment  of  the  investigator. 


36  See  Appendix  H,  DMH/93/2500/03  case  file,  page  8. 

All  the  information  referenced  in  the  subsequent  pages  as  regards  the  Metro  Boston  199S  investigative 
reports  is  taken  from  the  actual  reports  as  received  by  the  Bureau  in  October,  1995.  See  Appendix  N  for 
synopsis  of  OIA  death  investigation  reports,  1993-1995. 
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No  explanation  was  given  for  this  delay  except  for  a  brief  mention  of  an  "indefinite 
extension  (that  was)  requested  and  granted"38.  No  specific  date  was  indicated  as  to  the 
date  the  extension  was  granted.  The  report  itself  was  only  four  pages  long.  Though  the 
Medical  Examiner  determined  that  the  death  was  due  to  natural  causes,  no  direct 
connection  was  investigated  between  oral  surgery  performed  on  the  client  nine  and  a  half 
hours  before  the  clients  death.  That  surgery  had  removed  twenty  two  (22)  of  the  client's 
teeth.    The  eventual  cause  of  death  that  was  listed  was  Occlusive  Coronary  Artery 
Disease. 

Metro  Boston  report  #DMH/95/2600/02  was  completed  in  1995  although  the 
investigator  was  assigned  in  1993.  The  investigation's  assignment  was  made  nearly  two 
weeks  after  the  date  of  the  client's  death.  No  reason  was  offered  for  this  delay  nor  any 
mention  of  dates  of  extension  despite  104CMR24:00  regulatory  requirements.  During 
the  course  of  the  year  and  seven  months  required  to  complete  this  report,  only  one  person 
was  interviewed.  Though  the  death  was  ruled  a  suicide  due  to  drug  overdose,  the  report 
failed  to  identify  the  patient's  psychiatric  medications  as  well  as  the  specific  medication 
that  caused  the  patient's  overdose.  In  fact,  the  report  ended  so  abruptly,  without 
resolving  substantial  issues  surrounding  the  patient's  death,  that  the  Bureau  initially 
assumed  the  final  page  of  the  report  was  missing,  making  it  impossible  for  the  Bureau  to 
determine  definitively  which  medication  caused  the  client's  death.  However,  the 


See  Appendix  J,  DMH/95/2600/01,  page  2.  The  authority  who  granted  the  extension  was  not  specified 
in  the  report.  However,  according  to  OIA's  Manual  for  the  Conduct  of  Investigations.  1/17/89,  Chapter  III 
(See  Appendix  G-2),  granting  and  monitoring  of  time  extensions  for  investigations  are  the  responsibility  of 
the  Person  in  Charge,  who  in  this  case  is  the  Metro  Boston  Area  Director. 
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Bureau's  request  to  DMH  for  the  "final"  page  of  the  report  revealed  that  the  report  was  in 
fact  complete   . 

Metro  Boston  Report  #DMH/95/2600/03  was  completed  within  eight  months  and 
indicates  that  three  extensions  were  granted.  Yet,  again,  no  dates  are  supplied  specifying 
when  these  extensions  were  granted  and  for  what  length  of  time.  Only  three  persons  were 
interviewed  in  connection  with  the  investigation,  none  of  whom  were  members  of  the 
client's  family.  The  client's  death  was  deemed  natural  on  the  death  certificate  though  the 
client  was  a  diabetic,  a  drug  abuser,  and  was  found  frozen  in  the  snow  following  release 
from  incarceration.  Specifically,  it  was  determined  that  the  client  died  from  Anoxic 
Brain  Injury  and  Hypoglycemia.  According  to  the  DMH  report  reviewed  by  the  Bureau, 
no  finding  is  made  in  DMH's  report  mentioning  the  client's  death,  a  lack  of  insulin 
injection,  and  potential  lack  of  a  stable  living  environment.  It  is  repeatedly  noted, 
however,  that  the  client  had  refused  further  DMH  services  upon  release  from 
incarceration. 

Metro  Boston  report  #DMH/95/2600/04  required  a  year  to  complete.  Although 
six  extensions  are  mentioned,  there  are  no  specific  dates  documenting  when  and  what 
length  of  time  were  provided  by  these  extensions.  During  the  year  needed  to  complete 
this  investigation,  only  two  people  were  interviewed.  The  client's  family  was  not 
interviewed  despite  the  case  manager's  report  that  a  family  member  originally  found  the 
client's  body  and  telephoned  to  report  the  death.  Since  no  family  members  were 
interviewed,  no  direct  witnesses  of  the  death  scene  were  recorded  in  OIA's  investigative 


39  See  Appendix  M,  5/29/96  letter  from  OIA  Director  to  HPAO  Bureau  Director. 
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report.  The  complaint  logged  by  the  family  suggested  that  the  client  may  have  died  due 
to  an  overdose.  According  to  the  case  manager  who  spoke  with  the  family,  there  were 
reportedly  many  open  medication  bottles  at  the  scene  of  death.  The  allegation  of 
overdose  could  not  be  substantiated  since  the  investigative  report  does  not  indicate  that 
the  scene  of  death  was  secured  nor  that  any  evidence  was  obtained  from  the  death  scene. 
None  of  the  above  reports  from  the  Metro  Boston  area  were  concluded  in  a 
timely  manner.  None  of  the  reports  included  extension  dates,  Medical  Examiner's 
reports,  or  notes  from  interviews  conducted  during  the  investigation.  None  of  the 
four  (4)  reports  listed  the  filing  date  of  the  original  complaint.  Thus,  there  is  no 
record  of  whether  the  investigations  were  assigned  to  investigators  within  five  days, 
as  required  by  104CMR24:00.  No  family  members  were  listed  as  having  been 
interviewed  by  DMH  investigators.  These  deficiencies  represent  some  of  the  flaws 
found  by  the  Bureau  in  OIA  reports  from  DMH's  seven  geographical  areas. 

In  sum,  the  Bureau  found  that  a  close  look  at  the  investigative  process  revealed  no 
evidence  of  better  record  keeping.  The  Bureau  found  that  there  were  less  investigators, 
fewer  investigations,  and  increased  time  for  completion  of  investigations.  During  the 
period  of  review,  the  Bureau  did  not  find  any  correlation  between  additional  time  for 
investigations  and  better  quality  of  investigative  reports. 

III.  Additional  Issues: 
A:  Unclear  Written  Testimony  from  DMH 

The  Bureau's  preliminary  investigation  also  questions  the  Department's  written 

testimony,  received  during  the  June  20, 1995  hearing  (see  Appendix  D).  This  testimony, 
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entitled  "Analysis  of  DMH  Client  Deaths,  1990-1995",  a)  claimed  a  decline  in  suicides 
during  the  first  five  months  of  1994  versus  1995;  b)  stated  that  the  suicides  in  the  DMH 
population  from  1990  to  1994  mirrored  suicide  trends  in  the  general  Massachusetts 
population;  c)  compared  the  percentage  of  deaths  by  natural  causes  for  DMH  clients  to 
the  Massachusetts  general  population,  by  year  and  type  of  natural  cause.  Upon  further 
analysis,  the  Bureau  noted  several  issues  within  this  written  submission. 


1. 1994-1995  DMH  Suicide  Rates  Dropping? 

First,  the  "Analysis  of  1994  and  1995  Deaths- January  thru  May"  chart  notes  a 
decline  from  19  suicides  as  of  May  1994  to  4  suicides  as  of  May  1995  (Appendix  D-2). 
Upon  further  examination  of  this  chart,  the  Bureau  believes  that  these  statistics  by 
themselves  are  incomplete.  The  Bureau  observed  that,  according  to  the  chart,  there  were 
only  15  cases  pending  autopsy  in  1994,  whereas  42  cases  pended  autopsy  as  of  May, 
1995.  According  to  the  Medical  Examiner's  office,  if  the  autopsy  report  does  not  require 
a  toxicology  report,  involving  tests  run  by  the  State  Policy  Lab,  the  autopsy  should  be 
completed  after  one  week.  If  a  toxicology  report  is  necessary,  completion  of  the  autopsy 
report  is  usually  delayed  for  10  weeks.  Given  the  above  information  supplied  by  the 
Medical  Examiner's  Office,  the  Bureau  questions  whether  any  of  the  pending  autopsy 
reports  include  suicides  that  are  awaiting  toxicology  reports  before  the  manner  and  cause 
are  officially  determined.  The  Bureau  also  finds  it  disturbing  that  the  number  of  cases 
pending  autopsy  has  almost  tripled  during  one  year,  especially  since  the  sample  time 
period  cited  by  DMH  was  five  months. 
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Further  examination  of  the  chart,  "Analysis  of  1994  and  1995  Deaths- January 
thru  May"  shows  that  there  were  73  deaths  attributed  to  natural  causes  as  of  May  1994. 
This  same  number  dropped  by  60%  in  1995,  to  44  deaths  due  to  natural  causes  in  1995. 
These  statistics  indicate  a  decline  in  DMH  deaths  by  natural  causes  within  the  first  five  . 
months  of  1995  compared  with  1994.  Of  the  1994  five-month  sample,  64%  of  the  deaths 
were  attributed  to  natural  causes.  Yet,  the  1995  natural  causes  statistic  absorbed  only  48% 
of  that  year's  first  five  month  death  total.  The  Commissioner's  written  testimony 
emphasized  a  19%  decrease  in  overall  deaths  in  the  first  five  months  of  1995  versus 
19944  ,  and  the  drop  from  19  suicides  by  May  of  1994  to  4  suicides  by  May  of  1995. 
However,  given  the  limited  numbers,  the  Bureau  cannot  draw  any  conclusions  about 
whether  there  is  any  support  for  a  claim  of  a  recent  improvement  in  DMH  suicide 
rates.  Also,  the  additional  decline  in  deaths  by  natural  causes,  the  decreased 
number  of  investigations,  and  the  lack  of  timely  autopsy  reports  in  1995  further 
undermines  any  positive  tapering  of  suicide  trends  as  cited  by  DMH. 


2.  Fluctuation  in  DMH  Suicide  Rate  Not  Supported 
By  Fluctuation  in  General  Massachusetts  Population  Suicide  Rates 

The  two  charts  collectively  entitled  "Suicides  for  DMH  Clients  and  Total  Mass. 

General  Population  By  Year"  also  present  salient  inconsistencies  (Appendix  D-4).  The 

charts'  purpose  is  supposed  to  demonstrate  that  the  general  up-and-down  fluctuation  in 

DMH  consumer  suicides  as  a  reflection  of  a  similar  fluctuation  in  the  general  population. 


10  An  overall  decline  from  1 14  deaths  by  May  of  1994  versus  92  deaths  by  May  1995,  according  to  the 
chart,  "Analysis  of  1994  and  1995  Deaths  ~  January  thru  May".  See  Appendix  D-2. 
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Also,  a  notation  below  the  charts  indicates  that  while  the  number  of  suicides  in  the  DMH 
population  has  only  fluctuated  by  10-15  deaths  per  year,  the  number  of  suicides  in  the 
Massachusetts  general  population  fluctuated  by  55-67  deaths  per  year.  The  Bureau 
understood  this  notation  to  emphasize  the  quantitative  difference  in  degrees  of  fluctuation 
between  the  number  of  suicides  for  the  state's  general  population  versus  the  number  of 
suicides  for  DMH  clients. 

The  Bureau  observed  two  discernible  inconsistencies  in  the  above  comparison  of 
these  two  charts.  First,  though  both  the  "Suicides  in  Mass.  Population"  chart  and  the 
"DMH  Suicides"  chart  demonstrate  a  general  fluctuation,  the  peaks  and  dips  of 
each  chart  are  antithetical  rather  than  analogous.  For  example,  while  DMH  suicides 
decreased  slightly  by  3%  between  1990  and  1991,  Massachusetts  total  population 
suicides  increased  1 1%  during  the  same  year.  While  the  "Suicides  in  Mass.  Population" 
chart  demonstrated  a  decline  in  suicides  from  1991  to  1992,  the  "DMH  Suicides"  chart 
indicated  that  the  DMH  suicide  rate  increased  by  57.6%.  Finally,  the  overall 
Massachusetts  suicide  rate  increased  by  14%  from  1992  to  1993.  Yet,  DMH  suicides  fell 
by  24%  in  1993,  only  to  rise  again  by  35%  in  1994.  When  the  overall  Massachusetts 
suicide  rate  dipped,  the  DMH  suicide  rate  swelled,  and  visa  versa.  The  only  similarity  in 
the  fluctuation  patterns  between  the  two  yearly  statistics  is  the  generic  fluctuation 
movement  itself. 

Furthermore,  though  the  specific  number  of  suicides  per  year  are  greater  for 
the  overall  state  population,  the  percentage  increase  year  to  year  indicates  that  the 
DMH  suicide  rate  is  much  less  stable  than  the  Massachusetts  suicide  rate.  The 
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Massachusetts  general  population  suicide  statistics  fluctuate  at  a  14%  high  (1993), 
while  the  DMH  suicide  rate  fluctuates  at  a  57%  high  (1992).  Thus,  not  only  do  the 
two  rates  fluctuate  at  opposing  rather  than  mutual  points,  the  DMH  suicide  rate  oscillates 
much  more  dramatically  and  unpredictably  than  the  Massachusetts'  general  suicide  rate. 
The  suggestion  that  the  fluctuation  in  the  Massachusetts  suicide  statistics  supports  a 
similar  fluctuation  in  the  DMH  suicide  statistics  is  dubious  and  inconsistent.  The  Bureau 
is  also  concerned  that  given  the  quality  of  investigations,  the  statistics  on  suicides  may  be 
understated. 


3.  The  Question  of  Death  by  Natural  Causes 

The  Bureau  questions  the  statistics  and  conclusions  indicated  in  the  "DMH 
Client  Deaths  by  Cause  For  Deaths  by  Natural  Causes"  chart  (Appendix  D-3).  This  chart 
breaks  down  deaths  by  natural  causes  per  year  in  the  DMH  population  and  compares  this 
to  a  five-year  average  of  deaths  by  natural  causes  for  the  Massachusetts  general 
population.  DMH  concluded  that  a)  DMH  has  higher  mortality  rates  than  the  general 
population  for  deaths  due  to  cardiovascular  diseases,  influenza/pneumonia,  unexplained 
causes,  and  HIV;  b)  DMH  clients  have  lower  death  rates  due  to  cancer;  c)  death  rates  for 
chronic  pulmonary,  diabetes,  chronic  liver,  and  other  natural  causes  are  similar  for  both 
DMH  and  Massachusetts  populations. 

The  first  inconsistency  indicated  by  the  Bureau's  analysis  is  that  DMH's  citation 
of  Department  of  Public  Health  (DPH)  as  the  source  for  the  statistics  in  the  natural  causes 
chart.  A  telephone  interview  with  DPH  following  the  June  20, 1995  hearing  revealed  that 
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while  DPH  supplied  DMH  with  general  mortality  information  for  the  state  of 
Massachusetts,  DPH  did  not  do  the  analysis  of  this  information.  Further  inquiry  of  the 
type  of  general  information  supplied  to  DMH  by  DPH  indicated  that  DPH  records  all 
deaths  in  Massachusetts  on  computer  tapes  that  were  supplied  to  DMH  prior  to  the  June 
1 995  hearing.  These  computer  tapes  are  organized  by  a  series  of  codes  which  can  be 
accessed  via  the  social  security  number  of  the  deceased  as  well  as  by  International 
Classification  of  Disease  (ICD)  computer  codes  which  list  individual  medically  defined 
causes  of  death.  This  "cause  of  death"  computer  listing  does  not  include  a  category  of 
natural  causes.  Rather,  "natural  causes"  is  a  category  defined  by  the  analyst  of  the 
computer  listing  by  combining  various  death  codes  that  the  analyst  considers  to  be 
"natural".  Since  DPH  did  not  analyze  the  computer  tapes,  they  did  not  define  which  ICD 
codes  were  "natural  causes. 

The  Bureau  questions  DMH's  use  of  the  definition  of  "natural  causes", 
specifically  the  definitions  of  the  sub-categories,  "other  natural"  and  "unexplained" 
causes.  It  remains  unclear  to  the  Bureau  if  these  two  categories  exist  as  medically 
defined  ICD  codes  or  were  created  by  the  DMH  analyst  in  the  same  manner  as  the 
umbrella  category  of  "natural  causes".  If  these  categories  are  defined  by  DMH,  they  are 
subjective  categories.  Such  a  subjective  approach  leaves  ambiguity  regarding  what  are 
the  medical  causes  of  death  contained  within  the  titles  "other  natural"  and  "unexplained". 
The  five  year  average  of  "unexplained"  deaths,  as  defined  by  DMH  in  the  chart  for 
the  DMH  population,  was  11.56%  versus  a  0.8%  average  for  the  Massachusetts 
general  population.   DMH  "unexplained"  deaths  five-year  average  is  14.375  times 
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higher  than  the  Massachusetts  general  population  in  this  category.  Thus,  while  DMH 
statistics  for  "other  natural  causes'*  stayed  moderately  lower  than  the  state's 
average,  DMH  statistics  for  "unexplained"  deaths  revealed  a  higher  average  than 
the  state's  data  in  this  category. 

The  Bureau  found  several  other  notable  categories  and  yearly  comparisons  in  the 
"DMH  Client  Deaths  by  Cause  for  Deaths  by  Natural  Causes"  chart: 

•  DMH  deaths  due  to  influenza/pneumonia  reached  a  high  in  1991  at  9.4  %  of  all  DMH 
deaths  by  natural  causes.  That  statistic  is  4.3  percentage  points  higher  than  (or 
almost  double)  the  state's  average  of  5.1%  for  influenza/pneumonia. 

•  DMH  deaths  due  to  HIV  peaked  in  1 992  at  4.6%  of  the  total  number  of  deaths  by 
natural  causes  for  that  year.  This  represents  a  DMH  rate  for  HIV  deaths  that  is 
3.3  percentage  points  higher  than  (or  triple)  the  13%  average  for  the 
Massachusetts  HTV  death  rate. 

•  The  averages  for  DMH  deaths  due  to  chronic  pulmonary  and  chronic  liver  are 

incorrectly  noted  by  DMH  as  "similar"  to  the  Massachusetts  general  population  rates. 
In  fact,  both  categories  are  slightly  higher  for  the  DMH  population  compared  to 

the  overall  state  population. 

*  The  five  year  average  for  DMH  deaths  due  to  chronic  pulmonary  is  6.58% 
compared  to  the  Massachusetts  average  of  4.4%  . 

*  The  five  year  average  for  DMH  client  deaths  due  to  chronic  liver  problems  is 
2.26%  while  the  average  for  deaths  in  this  category  for  the  Massachusetts 
population  is  1 .3%. 

Based  on  its  analysis,  the  Bureau  questions  the  accuracy  of  the  entire  chart  titled 

"DMH  Client  Deaths  by  Cause  For  Deaths  by  Natural  Causes".  The  Bureau's  concerns 

are  based  in  large  part  on  DPH's  explanation  of  the  methodology  and  DPH's 

computerized  mortality  tapes. 
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CONCLUSION 

The  Bureau's  review  of  DMH  mortality  information  and  death  investigations 
revealed  serious  issues  relating  to  the  increase  in  the  aggregate  numbers  of  deaths  of 
DMH  clients  and  the  investigation  of  the  those  deaths.  While  the  Bureau  could  find  no 
evidence  from  which  to  generalize  about  the  reasons  for  the  increase,  DMH's  attempt  to 
explain  the  increase  as  attributable  to  better  records  was  unsupported.  Moreover,  the 
Bureau's  review  indicated  that  the  lack  of  a  consistent,  workable  definition  of  DMH 
client  coupled  with  poor  reporting  and  data  collection  practices  dramatically  understated 
the  total  number  of  deaths  during  the  period  audited.  This  finding  was  confirmed  by  the 
HSRI  report.  The  Bureau  believes  that  timely,  comprehensive  and  professional 
investigations  of  deaths  must  be  conducted.  While  DMH  has  taken  some  recent  positive 
steps,  the  investigative  product  during  the  audit  period  was  clearly  deficient. 
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These  statistics  include  only  those  injuries,  including  self  injuries,  which  were  reported  through 
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Magnification  of  Footnotes  #1-10.  Originally  in  Appendix  A:  Table 

"DMH  Service  Issues  for  Client  Population,  1990-1994" 

(Transcribed  from  the  DMH  original  document  by  the  House  Post  Audit  and  Oversight  Bureau) 

(1)  Estimated  Total  number  of  Clients  Served  was  generated  from  information  contained  in 
Comprehensive  Support  Systems  planning  documents  and  prevalence  estimates. 

(2)  The  increase  in  the  number  of  deaths  over  time  does  not  necessarily  indicate  that  more  deaths 
are  occurring,  but  rather  reflects  an  improvement  in  reporting  of  all  manner  of  deaths  as  well  as 
enhanced  data  collection  capabilities.  These  statistics  represent  all  reported  deaths  of  any 
person  receiving  DMH  services  of  any  type  at  time  of  death,  as  well  as  reported  deaths  of  any 
person  who  had  received  DMH  services  of  any  type  within  six  (6)  months  of  the  date  of  death. 
The  statistics  further  reflect  all  manners  of  death  (natural  causes,  accidental,  suicide, 
homicide). 

(3)  These  statistics  include  only  serious  injuries,  including  self  injuries,  which  were  reported 
through  the  Critical  Incident  Reporting  Policy.  Statistics  have  only  been  maintained  since 
1993.  The  increase  from  1993-94  reflects  an  improvement  in  reporting. 

(4)  These  statistics  reflect  all  complaints  filed  under  104  CMR  24:00,  regardless  of  the  nature  and 
severity  of  the  allegation  (ranging  from  complaints  regarding  menu  selection  to  client  deaths); 
the  disposition  (assigned  for  investigation,  resolved  without  investigation,  dismissed);  or  the 
outcome  (substantiated,  unsubstantiated,  substantiated  in  part).  Also,  the  statistics  do  not 
include  all  matter  referred  to  DMH  by  the  Disabled  Persons  Protection  Committee  (DPPC). 

(5)  These  statistics  also  include  AW  As  from  residential  programs,  which  compromise  a  majority  of 
all  AWAs.  Statistics  have  only  been  maintained  since  1993.  The  increase  from  1993-94 
reflects  improvement  in  reporting. 

(6)  Statistics  have  only  been  maintained  since  1993. 

(7)  FY90-94  numbers  are  reported  as  Square  Foot  Capacity  as  of  January  1  in  each  fiscal  year. 
FY95  number  is  reported  as  Actual  Bed  Capacity  as  of  January  1 .  Numbers  include  DMH- 
operated  state  hospitals  and  community  mental  health  centers. 

(8)  FY90-94  numbers  are  reported  as  Square  Foot  Capacity  as  of  January  1  in  each  fiscal  year. 
FY95  number  is  reported  as  Actual  Bed  Capacity  as  of  January  1 .  Numbers  include  DMH- 
contracted  acute  and  long-term  care  beds,  inclusive  of  DPH  hospitals  (Bay  Cove/Shattuck  and 
Tewksbury  Hospitals). 

(9)  Total  number  of  all  people  admitted  to  DMH  inpatient  units  by  fiscal  year. 

(10)  Readmissions  within  a  fiscal  year  for  any  one  individual  could  occur  from  1  to  n  times  over  the 
course  of  the  year. 
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cen 


L-s  —  client  trie----*-  ,- 

sv  a  2MK  -  •  •  en-   ~-  -> 

-he.  necessitates  assessr.e-- 
=>'  =ecical  racilitv.    **-e--  — 

asu-~  -~  V-e  evacuation  -f  - 


icat 


,Zhe     :-==e-*=ent  of  the  -rea 
ion  to  Internal  Arfalrs.   ** 


Cn  -all  t.-.rru- 


0" *-  =  "•- care  at  w 


^Ca-e  nospital  (5oa- 


In  addi:::-,  th 

Of  fie 

5:00,   Monba 

and  weeke 


GSe  ^'^  Should  be  reported  ^h- 

-nuneri,U7tTl-   to  the 


*i«.airs    duri; 


ndav     th-ouch     -V/l  aurin9    regular    businecV  k  *  ™  "   "°  the 

.g    .   ..os,ual    (508-792-7.00,    after he^Vs    'w"*««l     at 

rs'    or  on  holidays 


^S^H^^  -Phoned 

Directors      0~  des  .°n.      ?°~     of     cl^nt     Death     ,*r*      *y    a    wri^en 

«   ^nciucec^d^^U';111   enSUre  that  ^11   relel^^tV'         *"* 

no    later    ^aa    -h-T  e   receivec  at  the^rJl      ,  -nfort: atier. 

~~*n    ^he    3e*-   business    dav.  -*^er.nai   Affairs  Office 


11  •     OTHER     'vrTnr^o    ^»« 


a.     Other      "-cde—  ^tx^RNAL  miTB<! 

o^^  ^ire     an 

7*i?   -^fl=arIoneshoutaT  *port   ~  a.-2-^^  Xnt*~*  *««-- 

incident -or    deatb. 


>ccur  no  iar 


Port  of  client  Death  *o^~ 
•  daY  following  the 


or  tnan  tb< 


3  . 


a      *~ 


-r.c  ^'e  exannies  vh«--  - 

_w  -er-*-*  -es: 

-•w-e  -.or, -r-.ec  :  --  ■  *<-*  i  _i 

«...  -Mh  z.ient  -no  is  a  — ---  .."ll"  ^-en~- 

— re  =.K.an  four  hours.      ithcut  authcrizaticr 

-•-y  -r.cider.t  invoivmc  se s  

~cse  wnicn  are  believed'  tV^-  ?    D'~  cl-e; 


s-2ff  aruse  ;r  - 


;eo;sct   -,— 


o  have  be 
-"enptec  su;c:di 


en  cause:  bv 


r.  =  t  result  in  assessnenr  ^^Z'  *  SMH  CllenC  whi<*  does 
r.emcal  facility.  -reatnent  at  an  emergency 

Se-.ous  carcace  to  a  DMH  -*„.,..„  ..„. 
-■■  -~e  eva-*-:n  c:  z^z^l^    ""^  na£  r-c~  ^suited 


Area  Oirec 

ensure  coc= 
oe  informed 
Call  and  tc 
Prctccois  f  = 


-era 


— — ...uiur.itv    ~  — —  — 


•-•r.icattcn    s<»*.^    * 


a-e   reapoasibl 


Area 


4  rtrwmH  *  v  0-9 


COMPARISON  OF  DMH  STATISTICS  RECEIVED  BY  BUREAU 
August  9,  September  1 8.  October  20.  1995  and  January  11,  1996  Correspondence 


reference 
io  DMH 
letter 


Title  of  Data  Received 


104CMR24  staff 


104CMR  24  adjuncts 


total  staff  &  adjuncts 


DMH  year 
1990 


II 


187 


198 


DMH 

year 

1991 


II 


177 


188 


DMH 
year  1992 


II 


DMH 
year  1993 


163 


174 


121 


130 


DMH 
year  1994 


88 


DMH 

year 

1995 


8 


97 


56 


64 


8/9/95 
letter 


104CMR24  staff  cases 
assigned 


320 


295 


174 


193 


165 


76 


104CMR24  adjunct  cases 

assigned 


622 


690 


605 


607 


416 


151 


■      gJM 


SESJSS55S! 


"H»*PWW^" 


'»«!.»' 


S's:-: 


■ 


•'>:■¥■■>%>,/■%. 

4MMMHWW 


investigators* 


II 


12 


II 


8 


*#* 


8 


***• 


9/18/95 
letter 


cases  assigned' 


379 


342 


241 


1 '.' '  '.U  U." '.'  '."J 


cases  closed  in  year 
assigned 


\ 


.III I* ■  ■  ■  I  H.      Mil  1 1 II 1 1 

."<W/.v:;v:<.::;;;;-v'';::  •::::;:■:«■:'•■■'•.■ 


-J 


II 


175 


195 


82 


244  (-1  case 
from  1995) 


88 


74 


202(-5  cases 
from  1995) 


100 


.'/.■'.'  y '/.  ■'./.'.  y.-'.-'.-y/y.-.-  ■'.'.•'/■'.  ■.*'.•  sK'J&jy  •'^'■■■-  ''■  ''■''• 


ssaa 


52 


20 


10/20/95 
letter 


cases  closed  in  later  vear 


59  in  '91 


51  in  492 
I  in  '93 


29  in  '93 
4  in  *94 


58  in  494 
13  in  495 


42  in  '95 


NA 


cases  assigned  per  yr***** 


234 


247 


115 


145 


94 


20  to 
date 


W  ' 


•  :*mm 


.*WI, 


■  pn  - 


*****fcfcH*l  MlllUlllll 


,>  mmmmi 


,v%?  mw 


MMMtMMMMiMUMMMi** 


closed  death  investigations 


26 


59 


70 


48 


42 


42 


l/l  1/96 
letter 


deaths  assigned  for 
investigation  per  yr. 


46 


56 


84 


75 


85 


50 


deaths  assigned  but 
incomplete  at  yr  end 


20 


14 


28 


45 


65 


38 


death  investigations  to  be 
completed  following  yr 


12 


___ 


*  These  calculations  are  deduced  from  a  list  of  cases  per  individual  investigator  per  year.  No  distinction  made  in  the  9/18/95  letter 
between  adjunct  and  primary  investigators  when  reporting  these  statistics  on  page  2,  3  and  4  of  the  letter.  Specified  adjuncts  have  been 
noted  and  excluded  from  this  count.  Yet,  Bureau  is  not  certain  that,  despite  elmination  of  noted  adjuncts,  the  remaining  investigators  are 
all  primary  or  intended  to  be  understood  as  primary  given  lack  of  specification  in  this  information. 

**  DMH  was  unable  to  distinguish  between  those  cases  with  more  than  one  primary  investigator  because  the  data  system  does  not  track 
this  according  to  the  10/20/95  letter.  Also,  DMH  was  unable  to  produce  timely  information  regarding  cases  still  open  and  incomplete. 
Thus,  the  Bureau  simply  counted  the  number  of  cases  per  investigator,  adjunct  and  primary,  per  year  to  compile  these  statistics.  The 
Bureau  is  aware  that  there  may  be  inaccuracy  in  these  numbers,  including  double  counting  of  cases  that  involved  both  adjunct  and  primary 
investigators.  According  to  the  9/18/95  letter,  these  numbers  of  cases  per  investigator  DO  include  both  DPPC  and  104  CMR  24  cases. 
Thus,  this  letter  indicates  that  there  cannot  be  more  cases  per  year,  only  less  due  to  double  counting  of  cases  investigated  by  both  adjuncts 
and  primaries  and  not  indicated  as  such. 

***  This  number  of  investigators  does  not  include  Registered  nurse  Ruel,  Director  Baker  and  Mr.  Hayes,  all  of  whom  were  assigned  only 
one  case  each  in  1993.  Nurse  Ruel  served  as  an  adjunct,  Director  Baker  is  not  considered  a  full  time  investigator,  and  Mr.  Hayes 
reportedly  left  the  OI A  in  beginning  of  1993. 

""This  number  does  not  include  two  adjunct  nurses  who  were  assigned  to  investigations  in  1994. 

*****These  totals  are  calculated  by  the  Bureau  given  the  preceding  information  received  on  10/20/95. 
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MASSACHUSETTS 
DEPARTMENT  OF  MENTAL  HEALTH 


ANALYSIS  OF  DMH  CLIENT  DEATHS 


1990-1995 


Jt'NE  20.1995 
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June  20,  :9C:' 

L^he/e  t0d',V  t0  Present  testimonv  at  your  request  concerrung   patient  death  and 
'-"1.7*1        2  coi..oc::on  ~y  \-.e  Der-r:rr.er.:  oi  Mer.:-.  >:-.:h.    7rc:r/  :,a  outc  ..     .. 

iu-'  :r'-:  Wc  ;-'.°  :--.^.-n-.-:_r.  tjn.c:^:^  -.e  q-uj.v  or  .are  onerec  :o  those  wt>  se*vv 
very  senousJv  i«ose  we  be.  >c 

Any  death  is  a  tragedy-.   I  am  not  insensitive  to  this.   A  family,  a  loved  one  is 
devastated  when  a  person  dies,  either  due  to  natural  causes  or  suicide  in  a  state 
facility  or  in  the  community.   I   share  in  these  feelings  as  Commissioner  but  mnr» 
importantly  as  a  person  affected  by  such  tragedy.  commissioner,  but  more 

S^SSl  ilWss.^0  "^  *"  "^  ™  ™  ^  to  °^  ^"8  ?*^ 

T 

I  assure  you  that  the  Department  is  working  to  more  fullv  understand  -he 
^"nMHf  '^  ex?anded  data  we  have  c°»e«ed  over  the  rast  rwoand-a-half 

W    r    «      5  v  ?Ut  !°Setner  a  8r°Cp  °'  inde?endent-  Private  researchers  led  by 
S  eve  Leff  and  V.rgm.a  Mulkern  from  The  Evaluation  Center  a,  HSRI  to  review  VI 
oi  us  death,  injury  and  incident  data  to  determine  what  steps  the  DepJ°men 

]t°e  lT9e95°  addreSS  "^  'SSUeS  ^"^  The  *»  ,aSk  ^e'meenng^s' heTd  today, 

Se^eEr  tt '  ^  !'ke  '°  '"If  th^DMH  rCViSed  "S  reP°rUnS  ?rot°~'  on 

be    ember  jO  1992.  »pecirymg  that  a  CnticaJ  Inddent  Report  be  filed  on  every  death 

or  .a  uiy  .nvolvmg  any  person,  even  those  w,th  a  marg  nal  connection  Z  DMH  a, 

":e:'Thee  ,       S£  re?°nS  '0rm  'he  fc"'S  °'  W  ,mGS"'ed  <""«•«  Cen  ra]  Of Sa 
late  :n^992  ?anC°C  ^'"^   '°  '-Jde  ?e°?"  liv*S  "  "«  immunity  started 

SS^S^a^  -  sj- 

ourratienr  care  or  Tea — ;c»   n  nnv  •>.-:;-•  ^«-.,.,..i  .        "  ,  '  •'-ilGl---'-aJ  o. 

Mental  Health. —" v     ^'^  °r  ^',C0C  '~v  the  ^P«:-cn.  o: 

We  iuiew  a.  the  time  -.hat  the  numbers  would  increase,  but  made  a  conscious 
decision  to  e.xpand  our  data  collection  on  modems,  complamts  and    nmr «     iwi 
-here  was  a  level  of  reporting  data  in  place  before  the  profoco"  cha re»  -he 
imcrmation  was  sporadic,  r.ot  standardize-,  not  mandatory,  not  iVae'o-eeate  TOr, 

SK£S  X*SSSSf :ne  chanse  t0  know  more  ---»- 

You  nave  heard  ,oou,  the  cata  collected  tnrouSn  ,hc  ,,nd  >v,  .»«,.;    _,e  :oilec;;on     . 


mtc.mation  ,as  continued.    For  the  ::rst  t:ve  months  of  calendar  v«    -^1 
92  reopie  cieo.   They  were  connected  at  some  coin:  and  in  some  way  w.th  DNffi 
services.   This  represents  a  20  percent  decline  when  comoared  ,  ,:n  ihe   £  o  Sic 


>  • 
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wr.o  Qiea  :r.  :ne  same  period  a  vear  ago.    .: 
Derartmer.:  wiil  report  back  in  sever,  rr.cr. 


shows  a  sigmiicant  downward  trend.   The 
:hs  on  vear-end  statistics. 


■  r> ■ « r  — 


rerr._ 


,vc  corr 


•V2-i  sui.ide  >o  :'ir 


.u 


wC;;imu:i*:y  an^i  two  in  JMri  residential  programs,  wraie  19  died  by  suicide  during 
the  first  five  months  of  1994,  with  each  occurring  in  the  community  apart  from 
DMH  residential  programs.   The  trend  is  down  here  as  well  and  it  is  important  to 
note  that  raw  data  may  tell  one  story  whi2e  Trends  provide  an  overail  picture  of 
what  is  happenifig  in  the  system. 


Eileen  EHas 

Commissioner 

Department  of  Mental  Health 
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DEPARTMENT  OF  MENTAL  HEALTH 

INCIDENT  DATA  SUMMARY 

1990-  1994 


CALENDAR        VE.vRS 


1 

ISSUE 

]_       1990 

199J 

1992 

1993 

1994 

Projected  DMH 

Planning'.;'';;:-..-',^':.;. 
Population  (1) 

80000 

80000 

80000 

soooo 

80000 

Deaths  (2)      > 

132 

147 

193 

202 

236 

Injuries  (3) 

N/A 

N/A 

N/A 

77 

175 

Complaints  (4) 

2406 

2796 

2668 

2719 

2431 

Absent  Without 
Authority  (5) 

N/A 

N/A 

,  N/A 

364 

542 

Escapes  (6) 

N/A 

N/A 

N/A 

252 

248 

FY'90 

FY'91 

~FY'92 

FV93 

FY'94 

DMH-Operated 
Beds/Capacity  (7) 

2264 

2295 

1481 

1199 

1091 

DMH-Contracted 
Beds/Capacity  (8) 

65 

65 

349 

505 

504 

Total  Inpatient 
Admissions  (9) 

5508 

4972 

4654 

4220 

4022 

|  Multiple 
!  Admissions 
!  Recidivism  (10) 


354(1  S%) 


jU  i 


%) 


653  (16%) 


n 
,:i 

(3) 

-n 

16) 


9) 


Projected  DMH  Planning  i'c?u:j:ion  <* as  r,mcn\cc  from  information  contained  m  comprcncnaite  i_'om.T-_-::\  i.r'pori  i^v.ema  piannmp   tiocumcr.u  a.-, 
prevalence  esumaies 

The  increase  in  the  numoer  ci  ccjiru  o»er  lime  coes  not  nrn-inniv  indicate  thai  more  deaths  a/e  occu.— -,-_  :■_:  mirr  reilcca  an  improvement  in 
reporting  ot* all  manner  oi  Jcj-m  as  »eil  as  ennancco  data  collection  capaoiiitics    These  statistics  renrean-.:  a.:  resorted  dea-M  oi'anv  person  receiving 
DMH  services  of  any  rype  ai  ume  01  dcain.  as  well  aa  all  reported  deaths  of  any  person  who  had  received  DMH  services  oi'anv  type  within  m  ^6)  moniru 
of  the  date  of  death   The  nannies  further  reflect  all  manners  of  death  (natural  causes,  accidental,  suicide    nocnicicc) 

These  statistics  include  only  wnoui  iniunes.  including  self  injuries,  which  were  reported  though  the  Critical  vinami  Reporting   Policy    Statistics  have 
only  been  maintained  since  1993    The  increase  from  1993-94  reflects  an  improvement  in  reporting 

These  statistics  rellect  all  com:;»inu  liled  under  104  CMR  24  00.  rccirdlesa  of  the  nature  and  se\ent\  r;  •_*.«  a..e:a:ion  •  ranging  from  comoijir.'j 
regarding  menu  selection  to  c  .ent  acams  i.  Lie  cisoosuion  i  assignee  :or  investigation,  resolved  wnnout    \r.\  ckicj:. an,  Oismitacat.  or  the  outcome 
i  substantiated,  unsubstantiated  suBstantiatcd  in  part)    AJso.  the  statistics  do  noi  include  all  mancn  rrierreo  to  D\'M  by  Uie  Disabled  Persons  r'rotccion 
Committee  (DPPC) 

These  statistics  aiso  include  A  -  As  Irjrn  rcsioerv.  ;a.  rrocjams.  «"!:;.-.  comprise  a  msionty  oi  ail  /\\<  \n     .  .a:  r.  cs  -jw  oniv  &.tnmnnuinci;  i.ncc  iV/J 
The  increase  from  1993  -  VJ  reticcts  an  improvement  in  reporting 
Statistics  have  onlv  been  maintained  since  1 993 

FY90  ■  94  numoerj  *re  rcnonec  as  aoua/e  foot  Canaotv  as  of  .'ir.-ary  I  m  each  fiscal  vea/    F:'1)}  r.„  —  T*r    :    r-vjr.ei;  as  Actual   Oed  druci:.  as  oi 
.'anuary  I     Numbers  include  DMH-oncratcd  r_i:e  nosoiuls  ano  ccrr.nunitv  monui  health  centers 

FY90  •  94  numbers  are  reponca  as  Square  root  Casacity  as  of  Jinuarv  I  in  eacn  fiscal  year    Fi'9!>  nurr.rx-r   s  -roor.ca  as  Actual  Bed  Capacity  as  of 
January  I.   Numbers  include  DM H-cont/ acted  acute  and  long-tcrrr.  care  replacement  beds,  inclusive  o:  Zr'ri  -osa  j.s  i  Qav  Covc/Shartuck  ano 
Tewkuburv  Hospitals). 

Total  numocr  of  all  peome  aarr.tncd  to  DMH   inpatient  units  (DMH^iocrated  and  contracted  rcaiacem,.— .-.  _-.itsi  r\  :'iscai   \ccu\ 

Reaomissions  to  DMH-opcratec  ana  contracted  replacement  units  wimin  a  fiscal  year  for  any  one  inaivicuai  coma  occur  from  I  to  n  times  oicr  tne  course 
of  the  vear. 


DMH.  June-;  5 
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Analysis  of  1994  and  1995  Deaths  -  January  thru  Mav 


Year 

Suicide 

Pending 
Autopsy 

Natural 
Causes 

Other 

Total 

1994 

19 

15                      73 

7 

114 

1995 

4 

42                      44                      2 

92 

*  Comparison  of  deaths  reponed  during  the  first  five  months  of  1994  and  1995  indicates 
a  decline  from  1 14  to  92  --  a  19%  decrease. 

*  Based  on  assessment  of  the  1995  incident  reports  of  patient  deaths  that  are  pending 
autopsy  results,  it  is  estimated  that  an  additional  10  may  be  reclassified  as  suicides. 
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DMH  Client  Deaths 

oy  Cause 

For  Deaths  bv  Natural  Causes 

Cause  of  Death  (DPH) 

Average  for 

.NatLTSi  Causes 

-ccn 

1991 

1992 

*  r*  +•  *■' 

1994 

Generc; 

Population 

Cardiovascular  Diseases 

37.4% 

32.3% 

41.2% 

40.8% 

38.4% 

35.6% 

Cancer 

15.0% 

17.7% 

13.1% 

18.5% 

15.8% 

28.8% 

Influenza/Pneumonia 

4.7% 

9.4% 

6.5% 

3.1% 

5.8% 

5.1% 

Chronic  Pulmonary 

4.7% 

10.4% 

3.9% 

3.8% 

5.4% 

4.4% 

Diabetes 

0.0% 

2.1% 

3.3% 

2.3% 

2.1% 

2.6% 

Chronic  Liver 

1.9% 

3.1% 

2.6% 

1.5% 

2.2% 

1.3% 

Other  Natural 

16.8% 

15.6% 

17.0% 

17.7% 

16.8% 

20.1% 

Unexplained 

17.8% 

9.4% 

7.8% 

11.5% 

11.3% 

0.8% 

HIV 

1.9% 

0.0% 

4.6% 

0.8% 

2.1% 

1 .3% 

Totals 


100.0%    100.0%    100.0%    100.0%     100.0% 


100.0% 


Source:  Department  of  Public  Health 


DMH  clients  have  a  higher  mortality  rate  from  Cardiovascular.   Influenza/ 
Pneumonia,  Unexplained  Causes,  and  HIV  than  Mass.  residents. 

DMH  clients  have  lower  mortality  rates  from  Cancer 

Mortality  rates  for  Chronic  Pulmonary,  Diabetes.  Chronic  Liver,  and 
Other  Natural  Causes  are  similar  for  the  two  aroucs 
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Suicides  for  DMH  clients  2nd  Total  Mass.  General  Population  By  Year 
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•  Dam  supplied  by  the  Department  of  Public  Health 


DM  H   S  uicides 
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*  Number  of  suicides  in  total  population  fluctuates  by  55  -  67  from  vear  to  year. 

■  Number  of  suicides  among  DMH  clients  fluctuates  by  i0  -  15  from  '-ear  to  year. 

m  Suicides  among  DMH  clients  show  an  up  and  down  pattern  frcm  year  to  year  that  is 
similar  to  total  statewide  r.a::stics  frcm  the  Department  of  Puci:c  Health  Death 
Reports. 


94 
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ASSESSMENT  OF  INPATIENT  LENGTH  OF  STAY 
FOR  INDIVIDUALS  RESIDING  IN  THE  COMMUNITY 


%  of  Community  Suicides  that  Occurred 
Within  30  Days  of  Inpatient  Discharge 


f~J      VVtto  SO  Dmrt  of  •«<■  DSC 

err  so  o*r*  tt  !<**  Omc 


TOTAL  COMMUNITY  SUICIDES=143 


1                 Numoer  of  Individuals  who  Comjr.-.nsc  Suicide  within  30  Djvs  or"  Discr.arcc 

1 990                        ! 9° 1 

;  992 

1993 

1994 

S  lnaividuals 

7  Individuals 

7  Inc;viduais 

4  Individuals 

4  Indiviauais 

Twenry-onc  percent  (30  out  of  143  suicides)  that  occurred  in  a  community  serting  during 
calendars  years  1990  through  1994  occurred  within  30  days  of  discharged  from  an  inpatient 
program. 

Using    numoer  of  suicides  that  occurred  within  30  days  of  discharge"  as  an  indicator  to  assess 
the  approDnaieness  of  inoatient  length  of  s:av.  no  evidence  was  found  that  wouid  'eao  one  :.-> 
:onciucic  tr.at  individuals  are  oeinc  discr.arzea  orerr.atureiy.   In  fact,  suicides  witnm  thirrv  aavs 
of  discharge  from  an  inpatient  serting  nave  decreased.  (1990  =  8  individuals.  3  3%  of  suicides 
•.hat  occurred  in  1 990     :Q0<*  =  J  individuals.  .'.%  of  suicides  that  occurred  in  :99*M 

(PLEASE  NOTE:    These  figures  represent  individuals  residing  in  other  community  settings  such  as  their  own 
homes  or  apartments.   Totals  do  not  include  individuals  residing  in  DMH  operated  or  funded  residences. i 
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TIMELINE  FOR  DMH  INTERNAL  AFFAIRS  INVESTIGATIONS 
104CMR24:00  Regulations  and  OIA's  Manual  for  the  Conduct  of  Investigations 


Investigator  appointed 


Interview  party  who  filed  the 

complaint. 

Interview  persons  complaint 

was  filed  against. 


Report  completed  and  sent  to 

Person  in  Charge. 

Decision  letter  filed  by  Person  in 

Charge. 

Possible  appeal  to  Person  in 

Charge  for  case  reconsideration. 

Direct  appeal  to  Commissioner 

for  case  reconsideration. 


Second  review  will  be  completed 
within  15  days  of  appeal  to 
either  the  Person  in  Charge  or 
the  Commissioner. 

Final  appeal  can  be  made  within 
10  days  of  the  appeal  decision  . 


Final  decision  rendered  by 
Commissioner  on  last  appeal 


0  days 

date  complaint  filed 

5  days 

10  days 

i 

15  days 

10  days  from  investigator's 
appointment  (Inv.  App.) 

20  days 

1 5  days  from 
Inv.  App. 

25  days 

30  days 

35  days 

30  days  from 
Inv.  App. 

40  days 

35  days  from 
Inv.  App. 

45  days 

40  days  from 
Inv.  App. 

50  days 

45  days  from 
Inv.  App. 

55  days 

60  days 

55  days  from 
Inv.  App, 

65  days 

60  days  from 
Inv.  App. 

70  days 

75  days 

70  days  from 
Inv.  App. 

80  days 

85  days 

90  days 

85  days  from 
Inv.  App. 

Report  either  accepted  or 
rejected,  end  or  continuance  of 
investigation 

All  interested  parties  either 
appeal  to  Person  in  Charge  5 
days  or  to  the  Commissioner  in 
10  days  of  the  decision  letter. 


Dependent  on  whether  appeal 
made  to  Person  in  Charge  or 
Commissioner,  final  appeal  will 
be  made  65-70  days  after 
original  investigator  appointed. 


Note:  The  investigation  can  either  be  delayed  before  the  first  appeal  by  the  Person  in  Charge  finding  the 
original  report  to  be  insufficient  or  by  granting  time  extensions  at  the  request  of  the  investigator.  However, 
if  the  Person  in  Charge  accepts  the  original  report  but  another  interested  parry  appeals  that  decision 
(propelling  the  report  once  through  each  administrative  level  of  appeal)  the  entire  executive  appeal  process 
should  take  a  maximum  of  90  days  or  four  months  and  two  weeks.  If  no  appeals  are  made,  the  entire 
investigation  should  be  completed  within  a  minimum  of  35  days  or  one  month  and  three  weeks. 

The  average  length  of  time  required  to  complete  the  ninety  six  (96)  reports  sent  to  the 
Bureau  was  70  days  for  1993,  135  days  for  1994,  and  185  days  for  1995. 


Days  are  defined  in  CMR  104  24. 02  as  "working  days  and  therefore  exclude  Saturdays,  Sundays  and 
legal  holidays  in  the  Commonwealth  ".  Thus,  90  days  translates  into  3  months  and  3  weeks  of  calendar 
days. 
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The  qr &=>  ~  =><:*■       ~i_ 
investigation^   ^   obstacle 
record  i 


onpietion   of 


-s  neither  uncooperative  ^V^""   °r   a   qua 

»«■■>•--.  ^  i,  the  neree  ^VVf  ti!neinadeq 

infuse  %&•&»£•£££*. ^"W  *°  ">r,« ; 
opinions  expressed  by  others  J "S  „with  i«?ora«tiw 
intimidation   or   peer   pressu^  tC>    be     in""encec 


Time  all 


Tme  allows  bloody  towels  >o  * 

heal,   and  other  physical  ev,H    Washed<  «d  wounds 

alt5rSd  -^-^y^5^^^  to  disappear  or 


deceptions  and  evasTonS     Wltn«»«* 

Tirne  allows  for  witnesses  f«  -, 

otherwise  bemn.       ses  to  -ove  awav   net  <:,>•■   ^ 

be  Decon,e  unavailable.  9    Slc'-.  die 


ses  to  meet  v. 
to  prepare   th 


IM^Oi;AT"rv.the  ^P^taent,  the  m 


vestigative  proce 


ss  must  b« 


I) 


federal  staW^*  COnst^ 


re 


•«    ^'liiuutes    a    violation       * 

^lations,    or    ccu    °  Onof    stat* 

/    w*    Lcur.   oecisions. 


one  which  i 


s  or  wa 


2) 


3) 


;hicft  c:d  not  give  prone/  ~ega -TfT*?  t0  a  ciie^  < 
-o  numa.ne  treatment        -e<^-d  for  the  client's  rig; 

Whenever  -^a  ^ .  ■ 

Person  ^  "u,r_  .  aione-<  Commissioner ■ s  h«c,„ 

best  V^-V--* e.:ete^1^  that  art  'nves-illl   9   *'  =  r  *> 
"n:-sS^  or  *  client,  the  De~a~~l  -   9   IO°  "s  ln  t: 

-ne  je,a_r,ent  or  the  cub''- 

e/e~  a   ...edicolecal"  ce*t^  s^:-~         /r\ 

■  --as  -ccurred    \  <.\'*.-   ,-■     ^c.\ 


where  the  M 


ecical  Examiner  ta>: 


r*o'<o ,  r. 


es    :Hr-sdiction    and/or 
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«)    Felony 


-District  -Attorney   -   Notify   the   District   Attc 
whenever  there  is  reason  to  believe  that  a  felony 


occurred . 


by  tI?«hon.   h     N°tify  Internal  A«airs  immedia 
t>y  telephone  whenever  the  District  Attorney  is  noti 

Incident"  ° f  /  felony'    <See  appendix7  for  Ser 
Incident  Report  form,  telephone  number  and  address! 

5 )    :Se'r i bus  ■  In-j  ury'.-t- 

-Commissionpr-of ^^hVirVSafetv   »nH*T,QCal~p0H  ^  .    ^ 
Zttntt^1™^    °f    Public    ^fety  7nd    the    Local    Po 

SLinnnf     joining    .regulations      for     a      comp. 
of  !        "   °f  Clrcu^tances.       (See  aopendix   for  add- 

of    Commissioner   of    Public   Safety). 

'b^^loS^   "    N°tify    Inte™*l    Affairs    immediat 
by    telephone     m    the    case    of    a    serious    client     ini. 
Serious    injuries    include    bone    fractures    ox any 
requiring   sutures   or   outside   medical    treatment  D 

6 )  •   cTfmi^al^a^rgp^ 


c 


gDMH-:Generalg.!Cnnhco1  -  Not  if  v  th*»  hmv  r^         -^     ~ 
whenever  crTwinai^ tl21tJ.Y^  tne  °MH  General  Coun 

'?r?nS't  +  Z ^C^lent'  or  ^  either  an  employee  or  cli 

under  DS^reoul^^  t0  *  ntZmr   «***i*  investigat 
under  DMH  regulations.   (See  appendix  for  address  ) 

EXTENSION  OF  TTMP 

extensions  should  be  carefully "crttiniLd    «?*    Re<^ests  : 
extension  the  PIC  should  consider?  *  panting 

1.    What  is  the  justification  for  the  requested  extensior 

"'    require  ^S"™  UnusuallV  complex?   Does 
reWewtno    a^ieWlng   a,  9"^   many   people 
documentation*     unusua"*    high    volume 

b'    delav^in^T"  unanticipated  and  unavoidat 
delays  involved  in  obtaining  evidence? 
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2  . 


c.    is  the  delay  attributed  *■«  ««.w 

of  the  investigator   unrelat-H  V  re=P°nsibi^ 
investigation?        unrelated  to  this  partic 

Are  there  alternatives  to  granting  an  extension? 
"    tS^^^T^9^    b*  reUeVed  «»'  °"er  du 

b-  Can  an  additional  invest in»tn,  _  ,.  . 
support  staff  be  assigned  to '^L  <  ^ 
the  investigation  on  schedule?       "  C0,"Ple 

c.    If  given  overtime,  can  the  nn«-*.~~* 

complete  the  investigation  In  "SSffi.f  V^«' 


as    to 


'         or^a'nL    ti: roTsXe^ortt  7    "H*"10"    " 

such  direction  sho^lVbe^Td^TthT  „(<? 

Af fa!rsaT  reqU6Sted  ' r°ra  thC  °ffi«  «   "te": 
•  »°nthly  tiraefrane  report  on  the  status  of"^^1  ^  "" 

i"L..  «sponsibilityS  'r  tWh°er,Clnp!GdayS.1„1"  "»t<*}°   «t- 


-^  ^port  with  any  persons  hp/cho  ^>«  ^AV-  m^J    a*sc 

decision  at  this  point  only  concert ee™s  "e««ary  in  reachin. 
^d  accurately  reports  the 'facts uheth«  the  prot  adeguat 


Investigator's  Rennrt   ^  +  ~    •      '   upon   receipt   of 
in  the  report  to  'determine ?£?£"*?*   fa"Ual  "ndi^s  c°"tai 
the  report  with  any  p  ™sons  ^/^J*-. .  The  *«?  -Y  °isc 

y  cone 
facts. 

A'         Select   the    Report    fr   unoIe   nr    ,-„    ^^       , 

documents    were    not    ««iv.H      I  n0t    anterviewed, 

the  Pic  will  send  t^e  report  back  "IT  11  T  "0t  addre"< 
further  investigation.  °use  Fo™,  The  IiWMti?«tor •  s  : 
conduct  such   further  investioatinn  «  Investigator    w 

a   revised   report   to  £&%«£&  \%  'ZSgfi*, »"d  ~* 

B'         Accept    the    Report 

th^^ig^nafor^e'vTs^"  ^tl  f^1    "n^s  "Gained 
accurate  the  Plc^half  -W  t'Vr?,^*  ""  ade<JUate  £ 
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Page   8 

when   Mrs.  fiBSHBO* 

Wednesday,    June    23    *££*****    ***    S°n'S   aPar-«ent    at    7-00    a    n      on 

«as   not   w.itlng"7S^!r:S   «t«  drlw™"'   "*   con"«ed   that  he 
suprised   because  «^  "an  <  ?■  sw/m    ."      t0ld    ~    "hat    happened    3 '  SS 


IV. 
A. 

B. 


death  is  drowning  as  indicated  in 


CONCLUSIONS: 

The  cause  of 
the   death   certificate 

The   cause   of  the   drowning      »suit.Mo„    „, 

as    indicated   on   the   death   certff £U» D""P,  frora   the   "ridge." 


ideation   to'thise^Uls^cloVeTv3^   ^""-n  of   suicidal 
treatment    or   his   mother        closely   evolved    in   his 


^d   he   »t-in«,SdKMC^r?;gi^iI*"d   Si"«    *>«    nor 

^^S?orcomplLVnty   inVl°Ved   :n  ••1S   treatment  and 

All    coniponpntc    of   nis    .         f 

^^•^  IB    n*3*.Hc    =^^i  ^  -a-geted    toward 

needs    and    preferences.  -«**<»- a 
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Thomas  W.  Hammond,  Jr.,  Esquire 
September  18,  1995 
Page  6 

(7)  Number  of  death  investigations  conducted  by  DMH  Internal  Affairs  for  each  year  since 
1990.  (The  responses  are  based  on  calendar  years  ) 

1990-17 

1991-36 

1992-31 

1993  -  53 

1994-59 

1995 -25  (as  of  July  31,  1995). 

(8)  Please  provide  copies  of  all  investigative  reports  of  deaths  with  names  redacted  for 
1993,  1994  and  1995  year  to  date.  What  are  the  written  criteria  for  determining  whether  a 
death  is  investigated?  (This  request  can  be  completed  by  making  these  reports  available  for 
our  inspection.) 


(8)  104  CMR  24:03(1)  mandates  the  investigation  of  all  medicolegal  deaths  (defined  as  deaths 
over  which  the  Medical  Examiner  takes  jurisdiction  or  deaths  occurring  under  unusual 
circumstances).  Further,  by  practice,  deaths  in  which  service  delivery  or  provision  appears 
problematic  also  may  be  investigated. 

Enclosed  herewith  please  find  copies  of  ninety  (90)  redacted  death  investigation  reports 
(representing  those  indicated  as  completed  on  the  Internal  Affairs  database  as  of  July  31,  1995) 
These  cases  resulted  in  the  following  actions:  six  (6)  resulted  in  disciplinary  action;  thirteen  (13) 
resulted  in  the  provision  of  training,  thirty  eight  (38)  resulted  in  policy  development,  review  or 
change;  twelve  (12)  resulted  in  treatment  plan  review 

(9)  What  is  the  average  length  of  time  to  complete  an  investigation  when  an  autopsy  was 
required? 


(9)  Timely  completion  of  investigations  has  received  much  attention  within  DMH.  Several 
mechanisms  are  being  implemented  to  ensure  that  investigations  are  completed  within  regulatory 
guidelines.  While  the  addition  of  twenty  (20)  staff  investigators  will  greatly  enhance  our  ability  to 
conduct  investigations  in  a  timely  fashion,  other  steps  are  being  taken  as  well.  These  include: 
development  of  new  performance  expectations,  for  both  investigators  and  managers;  improved 
case  monitoring;  use  of  a  management  consultant  to  enhance  supervisory  practices;  training  in 
report  writing  to  make  reports  more  concise.  Inevitably,  however,  a  minority  of  reports  will  be 
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On  October  28,  1993,  Clifford  Robinson,  Area  Director,  Metro  Boston,  appointed 
Maureen  McHugh,  then  Investigations  Manager,  Office  of  Internal  Affairs  to  investigate  the 

circumstarices  surrounding  £g         Jf  death.  An  indefinite  extension  was  requested  and 
granted. 

B.  PERSONS  INTERVIEWED 

During  the  course  of  this  investigation  the  following  persons  were  interviewed.  Each 
person  was  advised  of  their  rights  and  responsibilities  in  accordance  with  DMH  regulations. 

Daniel  Shaw  MD  December  20,  1993 

Adult  Psychiatry  Services  (APS) 

Solomon  Carter  Fuller  Mental  Health  Center 


Janie  Venable,  Counselor 
Walnut  House 


November  1,  1993 


Barry  Walters,  Senior  Counselor        November  1,  1993 
Walnut  House 


Donolly  Baker,  Counselor 
Walnut  House 


November  1,  1993 


John  Larry  Goff  LPN 
House  Supervisor 
Walnut  House 


November  1 ,  1 993 


Cheryl  Green- Walker 

Case  Manager 

Solomon-Carter  Fuller  Mental  Health  Center 


November  5,  i  993 


Karen  Crowley  DDS* 
Boston  City  Hospital 


January  6,  1994 


*  telephone  interview 

C  DOCUMENTS  REVIEWED 

During  the  course  of  this  investigation  the  following  documents  were  reviewed  by  the 
investigator: 

Client  Death  Report; 

Walnut  House  Medical  Records; 
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William  F.  Weld 

Oci  frnur 

Xrgeo  Paul  Ci-llucci 

Lietiienitni  Governor 

Gerald  Whilburn 
Secrettm 

Eileen  FJias 

l  ommu nunc r 


£77ie   UommoniLKa/tA  of \  (la&mcAusett& 

(Sjcecutwe   Qffice  of~  ffiea/t/i  asic/  Sffit/nasi    <fertnces 
Qjeftartmesit  of  \(len£a/  Sffea/tA 

26  •  fta/uforx/    ) }/*€€/ 
Locm/o//,    Jfa*z.sai/u/.u'fts    02  // 4- 26/6 


Area  Code  i6l7i 

727-5500 
TTY  727-MX-I2 


January  11,  1996 


Thomas  W  Hammond,  Jr .,  Esquire 

Director  and  General  Counsel 

House  Post  Audit  and  Oversight  Bureau 

Room  146 

State  House 

Boston,  Massachusetts  02133-1053 

Re        Response  to  Your  Request  of  December  14,  1995 


Dear  Mr.  Hammond: 


i  ^ 


Please  6nd  responses  to  the  requests  for  information  contained  in  your  letter  of  December 

14,  1995. 

1.  Client  Deaths  in  1925 

To  date,  the  Office  of  Internal  Affairs  has  received  210  reports  of  DMH  client  deaths 
occurring  in  calendar  year  1995 

2.  Completed  DMH  Death  Investigations  Per  Year  from  January  1,  1990,  to  December 
31,  1995. 

All  totals  are  by  calendar  year  and  are  based  on  information  received  by  Central  Office 
Internal  Affairs  and  entered  on  the  Internal  Affairs  database 

1990  -26 

1991  -  59  ! 

1992  -  70 
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Thomas  W.  Hammond.  Jr .,  Esquire 
January  11,  1996 
Page  2 


1993  -48 

1994  -42 

1995  -42 

3.  The  number  of  DMH  death  investigations  assigned  by  calendar  year  from  1990  to 

In  1990,  46  deaths  were  assigned  for  investigation.   Twenty  were  not  completed  by  the 
end  of  the  calendar  year    However,  of  that  20,  a  total  of  7  were  not  due  to  be  completed  until 
1991 

In  1991,  56  deaths  were  assigned  for  investigation.   Fourteen  were  not  completed  by  the 
end  of  the  calendar  year    However,  of  the  14,  a  total  of  5  were  not  due  to  be  completed  until 
1992. 

In  1992,  84  deaths  were  assigned  for  investigation  Twenty  eight  were  not  completed  by 
the  end  of  the  calendar  year  However,  of  the  28,  a  total  of  6  were  not  due  to  be  completed  until 
1993 

In  1993,  75  deaths  were  assigned  for  investigation.  Forty  five  were  not  completed  by  the 
end  of  the  calendar  year    However,  of  the  45,  a  totaJ  of  7  were  not  due  to  be  completed  until 
1994 

In  1994,  85  deaths  were  assigned  for  investigation     Sixty  five  were  not  completed  by  the 
end  of  the  calendar  vear    However,  of  the  65.  a  total  of  12  were  not  due  to  be  comoleted  until 
1995 

In  1995,   50  deaths  were  assigned  for  investigation.   Thirty  eight  were  not  completed  by 
the  end  of  the  calendar  vear    However,  of  the  38,  a  total  of  3  were  not  due  to  be  completed  until 
1996.     ' 

Timely  completion  of  investigations,  including  those  of  deaths,  has  been  recognized  as  a 
problem.  A  resolution  has  been  a  priority  within  DMH  and  has  been  addressed,  in  pan.  through  , 
the  hiring  of  the  20  full  time  staff  investigators  in  October  1995.  However,  some  death 
investigations  are  delayed  by  factors  beyond  our  control    Lack  of  autopsy-  reports  is  an  example 
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Telephone  conversation  with       Mark  Fairbank 

public  affairs  officer 


State  Medical  Examiner's  Office 
267-6767  ext.  223 


Friday,  1 9  January  1 996,    I  I  ;00  -  II  :30  a.m. 


The  basic  question  was:   How  long  do  medical  examiner  reports  and  autopsy  reports  take 
to  complete  and  become  available.  The  rate  of  completion  depends  on  a  variety  of  factors,  most 
particularly  toxicology,  according  to  the  state  the  state  Medical  Examiners  Office. 

If  a  medical  examination  of  the  deceased  does  not  require  a  toxicology  report 

the  average  availability  is  one  week  from  death.   This  type  of  medical  exam  relies  solely  on  the 
physical  evidence  present  in  the  deceased  to  establish  the  cause  and  manner  of  death. 
Theoretically,  such  a  report  could  be  done  within  twenty- four' (24)  hours  in  a  "perfect  world" 
where  there  were  no  intrusions  and  just  a  single  and  simple  duty.  The  reality  is  that  there  are 
tremendous  demands  upon  the  medical  examiner.  Consequently,  after  such  a  "physical 
evidence"'  exam  there  remain  conditions  for  possible  referrals  to  the  State  Police  Lab  for  a 
toxicology  report.   For  example,  if  there  is  no  evidence  of  a  trauma  in  the  deceased  and  the 
cause  of  death  is  by  overdose  the  medical  examiner  will  probably  ask  for  a  toxicology  report. 

If  a  medical  examination  of  the  deceased  requires  a  toxicology  report  the 

average  (and  conservative)  completion  time  is  10  weeks  from  submission  to  the  State  Police 
Lab.  The  delay  is  due  to  the  multiplicity  of  tasks  required  of  the  State  Police  Lab.  For  example, 
the  State  Police  Lab  is  responsible  for  conducting  the  drunk  driving  blood/alcohol  tests  for  police 
departments  throughout  the  state.  The  State  Police  Lab  contends  that  toxicology  tests  of 
deceased  are  available  after  6-8  weeks,  however,  according  to  the  state  Medical  Examiners 
Office  two  to  three  months  is  more  the  norm  with  the  current  caseload  at  the  Lab. 

Definition  of  Terms 

Although  the  terms  "autopsy  report"  and  "medical  examiners  report"  are  used 
interchangeably.  They  are  not  synonymous.  There  are  four  possible  stages  of  medical  examiner 
findings.  First,  a  full  autopsy,  known  officially  as  a  post  mortem  report.  This  is  an  autopsy 
report  and  the  exam  that  a  public  agency's  internal  affairs  unit  would  most  likely  seek  in  an 
investigation  of  a  death. 

Second,  a  Forensic  Pathologist's  Physical  Examination  and  Review  of  Records,  this  is 
known  as  a  "viewing  report  and  external  exam."  It  is  not  an  autopsy. 

Third,  a  District  Medical  examiner's  report.  This  is  usually  what  is  meant  by  the  term 
"medical  examiner's  report."  it  is  done  by  a  physician  who  is  on  the  scene.  This  physician 
makes  a  physical  examination  of  the  deceased,  obtains  a  case  history  as  best  as  possible,  and 
collects  any  pertinent  records  as  best  as  possible. 

Fourth,  the  medical  examiners  office  can  decline  to  be  involved  in  an  examination  of 
the  deceased. 


/T* 


1M...J.'-  ' 


INTERESTED  PARTIES,  Specifically  the  internal  affairs  offices  of  public  agencies 

Chapter  38  of  the  Massachusetts  General  Laws  pertains  to  the  State  Medical  Examiner. 
It  also  defines  "interested  parties"'  of  reports  by  the  medical  examiner.  In  9  out  of  10  times  the 
request  for  information  comes  from  an  attorney  for  the  family  of  the  deceased,  a  District 
Attorney,  or  a  medical  source. 

The  access  of  public  affairs  is  negotiated  with  the  medical  examiner's  office.  Two 
public  agencies  with  continual  contact  are  the  state  Department  of  Corrections  and  the  state 
Department  of  Mental  Health.  These,  and  other  agencies,  have  blanket  arrangements  but  in 
every  instance  must  make  a  specific  request  of  the  state  Medical  Examiner's  Office  for  access 
to  particular  and  individual  autopsy  reports  and  medical  examiner  information. 

There  are  19  specific  instances  where  the  medical  examiners  office  should  be  notified 
according  to  the  law.  The  legislature  continues  to  add  criterion,  according  to  the  State 
Examiners  public  affairs  officer.  The  medical  examiner's  office  can  decline  or  apply 

jurisdiction. 


JUST  THE  FACTS 

There  are: 

60,000  deaths  annually  in  Massachusetts 

35.000  of  those  deaths  are  reported  to  the  medical  examiner's  office  by  telephone 

10.000  of  those  deaths  are  subject  to  external  exam,  case  review,  and/or  a  toxicology  report 

3.000  ot  those  deaths  arc  complete  autopsies. 

Calendar  yeui  1993  there  were  2900  autopsies 

Calendar  year  1994  there  were  2700  autopsies 

Calendar  year  1 995  there  were  2700  autopsies  (there  are  approximately  1 00- 1  50  more 
autopsies  conducted  in  1995  that  are  awaiting  toxicology  reports  and  will  be  considered  1995 
autopsies.  Consequently,  Calendar  year  1995  autopsies  will  number  approx.  2850. 


UNDETERMINED  AS  A  CAUSE  OF  DEATH 

In  an  autopsy  it  is  possible  to  conclude  the  cause  of  death  as  undetermined.  The  public 
affairs  officer,  Mark  Fairbank.  said  that  just  vesterdav  at  lunch  he  asked  the  Chief  Medical 
Examiner  how  often  this  determination  is  made.   The  response  \\ as  vervAery  rarely    That  is 
defined  as  less  than  five  (5)  cases  per  year.  An  example  would  be  a  skeleton  found  in  a  woods 
with  no  other  evidence  available  to  make  a  determination.  This  would  be  found  as  cause  of 
death  undetermined. 
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1992,  Persons  in  Charge  could  be  a  facility  head,  program  director,  vendor  program  director  or 
Area  Director.  However,  as  of  August   1992,  the  role  of  Person  in  Charge  could  only  be  filled  by 
Area  Directors.  The  intent  of  this  change  was  to  move  the  decision  making  authority  concerning 
complaints  as  far  away  as  possible  from  those  persons  who  may  have  some,  even  indirect, 
involvement  with  the  subject  of  a  complaint,  while  at  the  same  time  having  the  person  making 
such  decisions  be  thoroughly  familiar  with  the  programs,  facilities,  operations  and  policies 
involved. 


A  second  major  change  concerning  the  Office  of  Internal  Affairs  involves  what  authority  and 
supervision  Internal  Affairs  personnel  are  subject  to    From  the  time  it  was  created,  while  Internal 
Affairs  was  a  Central  Office  entity,  its  investigators  were  subject  to  supervision  from  Area  staff  as 
well  as  from  Internal  Affairs  supervisory  staff.  This  created  a  situation  of  confusing  lines  of 
authority,  as  well  as  at  least  the  appearance  of  conflict.   Since  1992,  all  Internal  Affairs  personnel, 
including  investigators,  have  been  designated  as  Central  Office  employees    The  Office  of  Internal 
Affairs  is  located,  organizationally,  within  the  Commissioner's  Office    Office  of  Internal  Affairs 
investigations  managers  receive  supervision  only  from  Internal  Affairs  senior  management  staff 
(Director  or  Deputy  Director)    While  the  investigations  managers  maintain  offices  in  the  field, , 
they  are  Central  Office  staff  subject  to  supervision  only  from  Internal  Affairs    This  has  eliminated 
the  confusing  lines  of  authority,  as  well  as  the  appearance  of  any  conflict  of  interest. 

Currently,  investigations  under  104CMR24:00  are  conducted  by  Office  of  Internal  Affairs 
Investigations  Managers,  as  well  as  by  adjunct  investigators.  Adjunct  investigators  are  DMH 
employees  working  under  the  various  DMH  Area  Directors  and,  with  few  exceptions,  are 
individuals  who  perform  other  duties  within  their  respective  Areas  besides  investigations.  It  is  the 
practice  of  DMH  that  Internal  Affairs  personnel  conduct  investigations  into  the  most  serious 
complaints  (such  as  medicolegal  deaths,  physical  and  sexual  abuse  where  the  alleged  perpetrator  is 
an  employee,  and  allegations  of  restraint  and  seclusion  violations)  unless  their  caseloads  make  it 
unlikely  that  they  will  be  able  to  complete  the  investigation  in  a  reasonably  timely  manner.  In  such 
cases,  the  investigations  may  be  assigned  to  a  qualified  adjunct,  to  be  supervised  by  an 
investigations  manager  Typically,  however,  adjunct  investigators  are  assigned  to  investigate 
complaints  of  a  less  serious  nature,  and  even  then  are  supervised  by  Internal  Affairs  Investigations 
Managers.    Internal  Affairs  currently  has  one  (1)  investigations  manager  in  each  Area  of  DMH, 
with  the  exception  of  the  Southeast  Area,  where  two  (2)  investigations  managers  are  assigned. 

Recognizing  the  benefits  of  a  full  time,  Central  Office  managed  force  of  professional  investigators, 
DMH  is  in  the  process  of  hiring  twenty  (20)  staff  investigators  who  will  be  Internal  Affairs 
personnel,  will  conduct  investigations  and  will  work  under  the  supervision  of  the  Internal  Affairs 
investigations  managers.  When  these  staff  investigators  are  in  place  in  September  1995,  the 
practice  of  appointing  adjuncts  to  conduct  investigations  will  cease  and  all  investigations  within 
DMH,  under  both  104CMR24  00  and  MGL,  Chapter  19C,  will  be  conducted  by  Internal  Affairs 
personnel.  The  funding  for  the  Internal  Affairs  staff  increase  is  coming  from  existing  resources 
within  the  Department  of  Mental  Health.  * 

I  also  point  out  that  in  1993  the  Office  of  Internal  Affairs,  added  two  (2)  part  time  clinical  staff. 
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Abbreviations  and  Definitions  Tor  Tables  I,  2,  and  3: 

DNR:  a  "do  not  resusitate"  order  which  can  be  instituted  by  a  client  or  his  or  her  family 

Dx:  client  is  dually  diagnosed  as  having  both  mental  health  issues  and  a  history  of  substance  abuse,  including  drug  and  alcohol  abuse. 

Incar.:  client  was  at  one  time  incarcerated  at  Bridgcwater  State  Hospital  or  another  DOC  facility    Docs  not  necessarily  indicate  that 
the  client  was  incarcerated  at  time  of  death,  only  that  the  investigative  record  made  note  of  having  been  incarcerated  at  one 
point.   Further,  the  House  Post  Audit  and  Oversight  Bureau  notes  that  there  may  be  more  clients  who  were  incarcerated  at 
some  point  but  were  not  cued  as  such  in  the  Department  of  Mental  Health's  OIA  investigative  report. 

MR:   House  Post  Audit  and  Oversight  Bureau's  annotation  signifying  that  a  client  was  mentally  retarded,  as  noted  in  the  investigative 
report. 

OD:  client  died  of  a  drug  overdose. 

OIA:  Department  of  Mental  Health's  Office  of  Internal  Affairs  which  is  charged  with  investigating  all  medicolegal  and  non- 
medicolega!  deaths  of  DMH  clients,  according  to  the  Commissioner's  Policy  Memoranda  "90-2 

U:  House  Post  Audit  and  Oversight  Bureau's  annotation  signifying  that  the  cause  and/or  manner  of  death  remains  undetermined  due 
to  lack  of  toxicology  and/or  autopsy  reports  from  the  Medical  Examiner's  Office,  or  the  Death  Certificate  officially  ruled  that  the 
death  was  not  determinable. 


Table  I:  1995  DMH  Internal  Investigations  Case  Tiles:  Details 
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Page 


HPAOIStie 


DMH'95/2100/OI 


Cause  of  Deatb  or 


Olhcr;  Dual  Diagnosis,    i  Medical 


Age  of  ;  Sex  of 

|  T2£ae*erromed  due  U>        \  In«a*ceraf  tap*  )  Examiner's  .  Deceased        Deceased 

Peadirrg  Autopsy  j  Bureau^  potes,  etc         \  Report  included      Client  {Client 

Suicide:  leapt  no  direct  rcf.  39  vrsold  !~M 


DMH/95/2100/02 


Suicide:  OD 


Dx 


no  direct  rcf 


DM  H/95/2 100703 
DM  H795/f  100/04 


27  yrs  old 


M 


Suicide:  OD 


Dx 


Accident:  OD 


yes:  suicide 


33  yrs  old 


Dx 


yes:  accident     ,      j  24  yrs  old 


M 


DM  H/95/2 1 00/05 
DMH/95  2l06/06~ 


Accident  or  suicide0  OD         Dx 


j  yes:  undeter- 
I  minable 


36  yrs  old      j  F 


Natural  Causes:  obesity,  MR;  Incar 

fatty  tissue 


I  yes:  natural 
I  causes 


4 1  yrs  old 


M 


DM  H/95/2 100/07' 


Fatal  car  accident:  client         Dx;  Incar.  for  drunk 


DM  1 1/95  2200/01 


DMH'95.2400'01 


was  drunk  drivinc 


Natural  Causes:  heart 
failure 


driving  with  more  than 
6  DWI  convictions. 

Dx" 


yes:  accident 


34  vrs  old 


M 


yes:  natural 
causes 
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Natural  Causes 
pneumonia,  sepsis 


Executive  Office  of  j  yes:  natural 

Elder  Affairs  contacted        causes 
due  to  possible  neglect 
bv  family 


no  age 
listed 


61  yrs  old 


!  M 


DMH -95/2600  01 


Natural  Causes.  Occlusive      client  died  approx.  8  yes:  natural 

Coronary  Artery  Disease         hours  after  surgery  to        j  causes 

(OCAD)  remove  22  teeth  OCA D   j 

translates  as  "bleedin« 

i 
thru  the  mouth"  Natural   ' 


56  yrs  old 


M 


i  i 


fce  continuation  of 'Table  I :  DMH  Internal  Investigation  Case  Files:  Details"  on  page  2 
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Causes?? 

t 

1 

1 

DMH/95/2600/02 

Suicide:  OD:  prescription 
drug 

yes:  suicide 

44  yrs  old 

iF 

DMH/95/2600/03 

Natural  Causes: 
Hyperglycemia,  Anoxic 
Brain  Injury 

Dx;  Incar.;  froze  in 
snow,  lack  of  insulin  for 
i  diabetes 

j  yes:  natural 
>  causes 

;  31  years 

j  M 

i 
I 

M 

1 

t 

DMH/95/2600/04 

Natural  Causes.  Coronary 
Artery,  Hyperropic 
Cardiomyopathy 

Dx 

l  yes:  natural 
causes 

50  yrs  old 

i 

DMH/95/2600/05* 

Drowned:  was  only  in 
waist-deep  water 
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died  while  on  day 
;  program  outing 

yes: 
undetermined 

42  yrs  old 

F 

i 

1 
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DM  H/95/2 700/01 

U:  cause/manner 

Dx 

i 

no:  awaiting 
toxicology  report 

36  yrs  old 

M 

i 

DM  H/95/2  700/02 

Drowned 

i 

i 

j  Dx;  Incar. 

yes:  drowning; 
manner  of  death? 

3 1  yrs  old 

M 

i 
i 
i 

DM  H/95/2  700/03* 

Natural  Causes:  alcoholic: 
fatty  liver 

Dx 

yes:  natural 
causes 

,  39  yrs  old      j 

M 

i 

'  DMH/95/2700/04 

Accident:  fell  from 
apartment  window 

I  Dx;  Weymouth  accident 

yes:  accident 

i 

3 1  yrs  old 

M 

1 

DMH/95/2700/05* 

Suicide:  leapt  from  bridge 

Dx;  Incar.;  occurred  in 

New  Jersey  after 

seeking  DMH  help.           i 

yes:  suicide;  as 
verbally  reponed 
by  NJ  police 

27  yrs  old 

M 

DMH/95/2700/06* 

Natural  Causes:  seizure 

:  MR 

i 

i 

yes:  natural 
causes 

38  yrs  old 

M 

i 

1 
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able  I;  DMH  1995  Internal  Investigations  Case.  Files:  Details 


page  2. 


HPAO  Title  Cause  of  Death  or  Other:  Dual  Diagnose,     Medical  Age  of         s  Sex  of 

I  Undfcieonined  due  Jo  Incarceration,  Examiner's  Deceased    :]  Deceased 

\  Bureau's  note*  e<c.        :  Report  included     Client  Client 


DMH '95 '280001 


DMH/95/2800  02 


Pending  Autopsy 

Natural  Causes: 
Hypertropic  Cardio- 
myopathy 
Natural  Causes: 
congestive  heart  failure. 
|  59yrs.  old 


Dx 


DMH/95'2800/03a 


Drowned 


DMH/95/2800/03b_ 
DMH/95'280a'0T" 


DMU/95/2800./05 

D\1H"'95'2800""'06" 
DMH'95'2800/67 


see  above 


Natural  Causes: 
Hypertropic  Cardio- 
myopathy 


Suicide:  set  sell  on  fire 
while  at  home 


Suicide:  haneini: 


Natural  Causes:  sepsis 


DM II  95  2800 '08a 
DMH/95'2800/08b 


Suicide:  haniiirm 


see  above 


Dx 


yes  natural 
causes 

yes:  natural 
causes 


33  vrs  old 


59  yrs  old 


M 


client  died  after  escaped  yes:  drowning: 

from  facility;  caretakers  manner0 

found  incompetent:  ,  accident? 
result*7 


60  yrs  old 


see  above 


see  above 


see  above 


see  above 


yes:  natural 
causes 


45  yrs  old      !  M 


Dx 


yes:  suicide 


37  yrs  old 


M 


Dx 


yes:  hanging 
yes:  natural 
causes 


32  yrs  old 
52  vrs  old 


M 


Dx 


see  above 


yes:  suicide 
see  above 


18  yrs  old        M 

see  above        see  above 


28  reports  completed  by  the  DMH  Internal  Investigations  Unit  for  1995  to  date.  2  extra  copies  sent  to  the  HPAO  Bureau. 
*  Reports  received  by  Bureau  from  01 A  in  October,  1995.  All  other  reports  were  received  in  September. 

OF  THE  28  DMH  INVESTIGATIVE  REPORTS  FOR  1995: 

18  DEATHS  WERE  OFFICIALLY  NOTED  AS  HAVING  BEEN  DUALLY  DIAGNOSED  CLIENTS 

12  DEATHS  WERE  OFFICIALLY  RULED  "NATURAL  CAUSES": 

The  Bureau  especially  questions  the  findings  of  2  cases: 

DMH/95/2600/OI:  client  died  of  "Occlusive  Coronary  Artery  Disease"  (bleeding  of  the  mouth)  8  hours  after 

surgery  for  the  removal  of  22  teeth. 
DMH/ 95/26°0/03  client  found  frozen  in  the  snow  and  lacking  insulin  for  diabetes  in  blood  stream 

8  DEATHS  WERE  OFFICIALLY  RULED  "SUICIDES":  " 

Of  these  suicides: 

3  were  overdoses 

2  were  by  leaping  from  a  height 

2  were  by  hanging 

1  was  by  setting  oneself  on  fire        r 


8  DEATHS  WERE  OFFICIALLY  RULED  "ACCIDENTS"  OR  "UNDETERMINABLE": 

Of  these  accidents  or  undeterminable: 

2  accidents  involved  drug  overdoses  of  dually  diagnosed  clients 

I  was  undetermined  due  to  a  pending  autopsy  but  the  client  was  also  a  dual  diagnosis  client;  possible  overdose 
1  was  an  accidental  death  due  to  the  client's  drunk  driving;  the  client  was  treated  for  dual  diagnosis 

3  accidents  were  by  drowning;  one  client  first  escaped  from  his/her  facility;  another  drowned  on  a  group  swimming 

outing  in  waist-deep  water 
I  client  accidentally  fell  out  of  his/her  apartment  window  in  Weymouth 

BASED  ON  THE  ABOVE  INFORMATION  SUPPLIED  BY  THE  DEPARTMENT  OF  MENTAL  HEALTH, 

THE  HOUSE  POST  AUDIT  AND  OVERSIGHT  BUREAU  CITES 

18  OF  THE  28  INVESTIGATIVE  CASES  AS  POTENTIALLY  PREVENTABLE 


Table  2:  1994  DMH  Internal  Investigations  Case  Files 


determined  due  to 
pending  autopsy 


Medical  Examiner's 


mi  i nitijir 


Page 


Incarceration,  Bureau's  notes,  etc.  1  Report  included 

.•}:&■. 


:  Deceased 

I  CWent 


DMH '94/2 1 00  01       U:  manner  and  cause 


Dx;  report  notes  that  impramine 
pills  were  still  in  bottle  at  time  of 
death 


yes:  no  cause  of  death 
determined 


j  46  yrs  o 


Id 


•Sex:»r  i 

Deceas  I 

ed       :  j 

Client  \ 

'  F  " 


DMH  '94/2 I0O02       Suicide:  OD 


Dx 


yes:  OD;  concluded  to 
be  suicide  by  OI A 
investii»ator 


,  25  vrs  old 


DMH/94/2 100/03       Suicide:  shot  self  w/  gun      Dx;  suicide  afhome" 


DM!  1/94/2 1 00/04       Suicide:  shot  self  w/  gun _    suicide  at  home 


cited  in  list  of  documents     35  yrs  old 

but  not  directly  quoted  in 

report 


M 


not  cited  or  quoted  but 
assumed 


DMH/94/2J00/05_ 
DMH/94/2 1 "66706 


Suicide:  shot  self  w/  gun    iDx;  suicide  at  home 


Suicide:  shot  self  w/  gun      Dx;  suicide  at  home  (3  days  after 

client  was  arrested  on  charge  of 
Indecent  Assault  and  Battery  on  a 
I  Child  under  Fourteen) 


yes:  suicide 


yes:  suicide 


52  yrs  old    \  M 


35  yrs  old    j  M 


51  yrs  old 


M 


DMH  94 '2200/0 1 
DM  11/94/2200/02 

DMH/94/2200703~ 
!dMH/94/2400/0T 


Natural  Causes:  massive 

heart  attack 

U:  cause  or  manner 


:■:■* 

1 


yes:  natural  causes; 
reported  by  telephone 


52  yrs  old       M 


•-1 
-.J 


Dx;  Incar.:  arsonist;  report  implies      .  npt  included  in  report;  to      42  yrs  old    ;  M 
suicide  yet  no  direct  info  as  to  cause   ,  be  addendums  !  j 

and  manner  of  death 


Suicide:  set  self  on  fire 


Suicide:  hanging 


yes:  suicide  j  48  yrs  old    j  M 


diagnosed  w/  eating  disorders,  post     j  yes:  suicide 
!  traumatic  stress  disorder 


29  yrs  old 


■w.T'V'ET  *'■•■*•  Y,,"T'frr'"n 


DMH/94/2  500/0 


Natural  Causes:  Arterio- 
sclerotic Cardiovascular 


EZ 


5  ■■'*■*■'.'. 


j  yes:  natural  causes 


62  yrs  old    '  M 


DMH/94/2500/02 
DMH  94725 "OO/OT 


Natural  Causes:  Acute 
Pulmonary  Infraction 
U:  cause  or  manner 


yes:  natural  causes 


36  yrs  old 


M 


DMH  94/2600/01 


■  Dx;  client  found  in  car  with  empty 
!  bottle  of  pills  and  suicide  note,  but 
!  cannot  officially  conclude  cause  or 
j  manner  of  death:  lacking  medical 
i  examiner's  report 


;  no  examiner's  report  or  ;  37  yrs  old      F 

i  autopsy  report  available,  j 

,  but  a  suicide  note  and  I 
!  empty  pills  found  at      „, 


scene 


i 


W? 


Natural  Causes:  Cardio- 
respiratory Arrest 


DMH/94/2600'0: 


DMH/94/2600/03 


Natural  Causes:  Massive   ; 
Pulmonary  Embolism 


Natural  Causes:  Hyper- 
tensive Arteriosclerotic  ' 
Heart  Disease;  Diabetes 


DMH/94/2600/04 


U:  manner:  accidental  or   ,  Dx;  Police  noted  fresh  needle  marks 
suicide?;  OD  :  in  arms  at  death  scene  yet  no 

,'  official  manner  of  death 


J i 


r-Ufffwrnw! 


yes:  natural  causes 


yes:  natural  causes 


yes:  natural  causes 


34  yrs  old 


27  yrs  old 


M 


57  yrs  old 


M 


DMH/94/2600/05 


yes:  undetermined;  acute   \  38  yrs  old    I  M 
j  opiate  and  ethanol 
!  intoxication 


DMH/94/2600/06 


Natural  Causes:  Focal        |  Dx;  lncar.:drug  possession;  report 

Myocardial  Infraction        \  does  not  note  ft  times  arrested;  p.  4, 

associated  w/  drug  abuse  j  8,  10,  14  of  report  noted  a  lack  of 

and  chronic  cocaine  use     ;  green  card/social  security  benefits 

j  limited  the  #  of  detox  programs. 

■  Immigrant  trying  to  get  green  card. 


yes:  natural  causes, 
death  was  officially 
noted  as  being 
"associated  with  drug 
abuse  and  chronic 
cocaine  abuse" 


Natural  Causes:  Hyper-     !  Dx;  fatty  liver  and  obesity 
tropic  Cardiomyopathy      ■  contributing  factors 


yes:  natural  causes 


36  yrs  old    i  M 


/*   ilT        II  *■»  •>     *-•   ;-.       s        W*fc   ft      0  *     , 


Tabic  2:  1994  DMH  Internal  Investigative  Case  Files  Page  2. 

;  HPAO  Tide        \  tteeiSt Oflrtb  or  Un«      Other;  Du^t  Otegnosis,  *r  Medical  Biimtim^M  :SHpPlllE?S»SS 

determined  due  to  incarceration.  Bureau's  notes,  etc     Report  included  :  Deceased      Deceas 

v  CHent  ed 

Oiejrt 
"  51  mold m" 


pending  awtopsy 


DMH/94'2700/0l       Natural  Causes,  cardiac 

arrest 
DMH '94/ 2700/02"  ' uTmanner and  cause 


incar 


— ^.. 


Teport  notes  client  found  in  apt. 
dead  from  "apparent  OD":  no 
official  cause 


no  Citation  of  medical 
examiners  report 
autopsy  report  not 
received  manner  of 
death  not  determinable 
toOIA 


3 1  vrs  old       F 


DM  H/94  2700/03       Suicide:  hanging  yes:  hanging    36  yrs  old       M 

DMH  '942700  04       Natural  Causes:  Cerebral      client  fell  while  walking:  no  autopsy  report  due  to       72  yrs  old       F 

Vascular  Accident  contributing  factor  to  head  injury9?       cremation:  "believed  to 

be  a  cerebral  vascular  \ 

accident     head  injury  J 


DMH '94  2700/05       Suicide:  OD 

* 


yes:  suicide 


no  age:         |  M 
,  adol- 
:  escent? 


DMH  94  2700  06       U:  manner:  accident  or         cause  due  to  acute  Trazodone  and  yes:  officially 

undetermined 


suicide0;  OD 


Xanax  Intoxication  but  manner  is 
undetermined 


:  no  age 
given 


DMH  94  2800/01        U:  manner  or  cause 


Qx,  Incar 


lUKWtMil 


DM  1 1  94  2800/02       Natural  Causes:  Acute 

Pulmonary  Embolism 
DMH  94  2800/03       Natural  CausesTlTyper- "'  "  DxTincafT 

tensive  Cardiovascular 


no  medical  examiner's  41  yrs  old       M 

report 


yes:  natural  causes 


yes:  natural  causes 


40  vrs  old       F 


46  yrs  old    :  M 


DM  H/94 '2800/04       U:  manner?;  cause:  blunt      Dx;  Incar.;  report  notes  that  client  yes:  blunt  force  injuries        25  yrs  old       M 

force  injuries  to  the  head      found  on  side  walk  with  head  to  head;  manner  remains 

injuries  from  apparent  fall  from  officially  undetermined      ! 
client's  apartment  window  I 


DMH  '94  '2800/05       U:  manner:  accident  or         Dx 

cause?;  OD 


DMH '94  2800/06      Suicide:  jumped  from  Dx 

height  !. 

DM  H/94. 2800/07  ~  "Suicide:  hanging"  ""  '  Dx 


yes:  suicide 


yes:  suicide 


41  yrs  old       M 


1 7  yrs  old      F 


DMH/94/2800/08       Suicide:  shot  self  w/  gun 


yes:  suicide 


16  yrs  old 


yes:  undetermined;  acute   !  39  yrs  old    .  M 
narcotic  intoxication  j  ! 


DMH '94 '2800/09       Natural  Cause:   Acute 

Myocardial  Infraction 
and  Coronary  Anery 

DM H/9472 800/10       Suicide:  hanging 


yes:  natural  causes 


64  yrs  old    :  F 


Qx;  Incar. 


yes:  suicide 


21  yrs  old    ;  M 


DMH/94/2800/ 


Suicide:  hanging 


Dx?;  Incar.  .J 


yes:  suicide 


49  yrs  old       M 


36  reports  completed  by  the  DMH  Office  of  Internal  Affairs  in  1994. 

*Report  received  by  the  Bureau  from  DMH's  OIA  in  October,  1995.  All  other  reports  were  received  by  the  Bureau  in  September,  1995 


kntnamtt »' -     U 


>   Table  2:  1994  DMH  Internal  Investigations  Case  Tiles:  Details  ,,a„c  - 

OF  THE  36  DMH  INVESTIGATIVE  REPORTS  FOR  1994: 

17  DEATHS  WERE  OFFICIALLY  NOTED  AS  HAVING  BEEN  DUALLY  DIAGNOSED  CLIENTS 

13  DEATHS  WERE  OFFICIALLY  RULED  "NATURAL  CAUSES":      , 

The  Bureau  especially  questions  the  official  ruling  of  I  case: 

DIM H/94/2 700704  client  died  of  a  "Cerebral  Vascular  Accident"  yet  no  autopsy  was  conducted  due  to  client's 
cremation    Prior  to  death,  the  client  fell  while  walking  in  the  facility    Could  this  have  contributed  to  a 
head  injury0 

14  DEATHS  WERE  OFFICIALLY  RULED  "SUICIDES": 

Of  these  suicides: 

2  were  overdoses  • 

I  was  by  leaping  from  a  height 

5  were  by  hanging 

I  was  by  setting  oneself  on  fire  y 

5  were  by  shooting  oneself  with  a  gun 

9  DEATHS  WERE  OFFICIALLY  RULED  "UNDETERMINABLE": 
The  Bureau  especially  questions  the  official  ruling  of  6  cases: 

DIMH/94/2200/02:  OIA  death  investigation  report  notes  that  the  client  had  "  a  long  standing  history  of  non- 
compliance with  medications  and  outpatient  treatment",  "became  increasingly  delusional  and  psychotic 
when  non-med  complaint",  "had  a  history  of  self  abuse",  and  "had  a  history  of  suicide  attempts"  (p.  7). 
(5  months)  However,  the  investigation,  lacking  an  autopsy  report:and  a  medical  examiner's  report,  did  not  note 

the  official  cause  or  manner  of  death. 
DM  H/94/2  500/03  OIA  death  investigation  report  notes  that  the  DMH  Death  Report  states  that  "the  client  was 

found  dead  in  a  family  automobile  ..(and  had)  left  a  suicide  note  and  Police  found  'empty  pill  bottles'  in 
the  car"  (p.  3)    Also,  the  client's  medication  evaluation  doctor  states  that  he  "was  unaware  the  client  was  I 
(no  completion  date)         living  out  of  a  car"  and  "by  the  time  (the  client)  died,  (the  client)  was  probably  addicted  to  Opiate"  (p.  6) 

However,  OlA's  investigative  report  does  not  mention  these  facts  in  the  conclusion.   Rather,  the  conclusion 
states  that,  lacking  a  medical  examiner's  report  and  an  official  cause  of  death  on  the  Death 
Certificate,  the  "actual  Cause  of  Death  cannot  be  determined"  (p.  8).  . 
DMH/94/2600/04:  OIA  death  investigation  report  quotes  a,detective  from  the  Police  Department,  stating  "there 

were  'fresh  needle  marks'  in  both  (the  client's)  arms"  at  the  death  scene  (p.  7).  Also,  pages  3,  5,  and  7  of 
the  OIA  report  notes  a  history  of  alcohol  abuse  and  dual  diagnosis  treatment  and/or  recommended 
(6  months)  treatment  by  psychiatric  evaluators.  However,  OIA's  report  states  that  "the  medical  examiner's  office 

determined  the  cause  of  death  to  be  Acute  Opiate  and  Ethanol  Intoxification.  The  manner  of  death  was 
i  ....    undetermined"  (p.  I). 

DIMH/94/2700/02:  OIA  investigative  report  notes  that  the  client  was  found  dead  in  the  apartment  from  an  apparent 
(3  months)  overdose  (p.  2  and  p.  7).  Yet,  OIA's  report  states  in  its  conclusions  that  "the  cause  of  the  client's  death 

cannot  be  established  at  this  time  because  the  Medical  Examiners  report  has  not  been  completed"  (p  8). 


Cage  4; 

DMH/94/2800/OI    a  poorly  prepared  report.  No  medical  examiners  report  or  autopsy  report  or  clear  account  of 
the  incident  was  given  in  the  01  As  investigative  rpport.   No  conclusion  was  drawn  as  to  how.  exactly 
(2  months)  when,  or  in  what  manner  the  client  died    Rather. ,  Ol A's .dcaih  investigation  concluded  that  "the  client  was 

offered  all  scr\  ices  that  he  requested  (and)  was  aware  that  on-going  scheduled  therapy  sessions  and 
psychiatrist  appointments  were  available  to  him    The  client  was  aware  that  the  Crisis  Unit  was  available  at 
all  times    The  client  left  the  area,  was  living  in  Boston,  and  failed  to  attend  the  last  appointments  which 
had  been  scheduled  for  him.  The  therapist  documented  his  prior  outreach  efforts  to  keep  the  client 
involved  in  treatment'*  (p.  4).  • 

DMH/94/2800/04  01  As  death  investigation  report  notes  that  the  client  was  found  on  the  sidewalk  with  head 

injuries  after  falling  from  a  3rd  story  window  (p.  8).  The  medical  examiner's  report  states  that  the  client 
died  from  blunt  blows  to  the  head  (p    10).   Yet.  the  autopsy  report  states  that  "the  manner  of  death  is 
undetermined"  and  that  "the  investigation  has  ruled  out  he. was  pushed.    It  is  unknown  whether  he  lumped 
or  fell  from  his  window"  (p.  10).  The  Police  Department  Supplemental  Report  states  that  "there  appears  to 
be  no  evidence  that  the  victim  died  as  a  result  of  foul  play. Based  on  this  information  it  is  still  unclear  if 

* 

victim  died  as  a  result  of  an  accident  and/or  suicide".  The  01 A  report  does  not  state  why  or  how  the  Police 
Department  concluded  that  there  was  no  evidence  of  foul  play 


BASED  ON  THE  INFORMATION  SUPPLIED  BY  THE  DEPARTMENT  OF  MENTAL  HEALTH 

THE  HOUSE  POST  AUDIT  AND  OVERSIGHT  BUREAU  CITFS 

21  OF  THE  36  INVESTIGATIVE  CASES  AS  POTENTIALLY  PREVENTABLE 


Appendix  M 


vmmmmm^^^^^mN^^^^mm? 


Paue 


HPAOTille 


Cause  of  Death  or 
Undetermined  due 


'  Other. Dual DiagnosS^ In-    ']. Medical  :"" 
(  carcerattan,  Bureau's  notes,  \  Bxamioer's 


DMH.'93/2100'01a 


!  U:  manner  or  cause 


I  Deceased 
|  Report  included    ;  Client 

DNR:  report  implied  death  by  ,  no  medical  j  73  yrs  old 

natural  causes  due  to  client's     I  examiners  report    ; 
age:  No  official  cause/manner  ,  included  at  all  j 


Sex  of 

Deceased 

Client 

M 


DMH/93  2100/Olb      '  same  as  above 


same  as  above 


same  as  above 


same  as  above     i  see  above 


DM  H'93/2 100  02        ,  U:  manner  or  cause 


report  notes  death  as 
!  "apparent  heart  failure":  No 
!  official  cause/  manner 


i 


no  medical 


42  yrs  old 


1  examiner  s  report 
included  at  all 


lm 


DMH/93 '2200  01        j  U:  manner;  hanging 


DMH/93 '2400/01 
DMH/93/2500/0! 


I  apparent  suicide  but  no 
:  definite  conclusion  stated 


U:manner  or  cause        |  DNR,  no  autopsy  report  done 


"T 


no  medical 
examiner's  report 


.... 


1 7  yrs  old 


M 


M 


1ttn»r/F»T 


U:  manner;  Arteno-      !  Dx;  death  by  natural  causes 
sclerotic  Cardio-        !  :  implied  in  report  but  no 
vascular  Disease  .  official  manner  of  death 


yes:  respiratory       !  83  yrs  old 


■<••■ 

>     : 


no:  report  states      i  48  yrs  old 
cause  of  death  but  ! 
no  source  cited 


M 


DM H '93  2500  02 


Suicide:  OD 


Dx 


ves:  suicide 


DMH/93  2500  03 


j  46  yrs  old 


Suicide:  jumped  from     Officially  ruled  a  suicide  by 
bridge/drowned  ,  the  medical  examiner,  but 

DMH  concludes  that  due  to 
lack  of  witnesses,  DMH  is 
uncertain  if  was  suicide 


i  yes:  suicide  (sec 
i  previous  column: 
I  DMH  conclusion 
j  contradicts    . 
I  medical  examiner 


25  yrs  old 


i  M 


DMH/93 '2500/04 


Suicide:  jumped  in 
front  of  MBTA  train 


yes:  suicide 


26  yrs  old 


M 


IDMH '93/2500/05 

l 

% 


|  Natural  Causes: 

1  Diabetic  Ketoacidosis; 


**** ■ 


DMH/93  '2600/01 


g  DM  II  '93  '2600/02 
■ ! 

I 


Suicide:  hanging 


U:  manner;  OD 


escaped  from  day  program  at 
hospital 


yes:  natural 
(phone  report) 

yes:  suicide 


43  yrs  old 


27  yrs  old 


t 


denied  substance  abuse 

i 

I  problem,  OD:  valium  and 
'    alcohol 


yes:  undete- 
rmined manner, 
OD  as  cause 


29  yrs  old 


M 


M 


DMH/93/2600703 


Homicide:  Acute 


Dx:  Incar.;  killed  by  another 


Myocardial  Ischemia      DMH  client  during  an 
and  Coronary  Artery       altercation 
w/  blunt  for?"  trauma :  ! 


yes:  homicide         |  56  yrs  old 


M 


DMH  .'93/2600/04 


Suicide:  OD 


yes:  suicide 


DMH/93/2600/05 


U:  manner;  OD 


80  yrs  old 


Dx;  no  official  cause  of  death      yes:  undeter 
but  OD  on  opiate/alcohol  mined;  OD 


32  yrs  old 


DMH/93 '2600/06 


Suicide:  cut  wrists         i  Dx 


DMH/93/2700/01 


U:  manner;  OD 


DMH '93/2700/02 


4- 


DMH'93/2700'O: 


U:  manner  or  cause 


Dx;  investigator  concludes 
OD  was  unintentional  due  to 

t 

j  client's  past  behavior 


Dx,  Incar. 


U:  manner;  OD 


Dx?^ 


yes:  suicide 


■T.WV.-TT- 


!  44  yrs  old 


yes:  undeter- 
mined 


36  yrs  old 


M 


no  medical 
examiner's  report 


29  yrs  old 


M 


yes:  OD:  suicide 
or  accident? 


37  yrs  old 


M 


DMH/93  ''2700/04 


I  Suicide:  shot  self 
!  w/gun 


DMH '93/2700/05 


Suicide:  drowned 


Dx 


DMH/93/2700/06        j  Suicide:  hanging 


Dx 


DMH/93/2700/07        j  Suicide:  hanging 


'  Dx;  suicide  while  AW  A 
!  status  from  facility 


yes:  suicide 


j  36  yrs  old 


yes:  suicide 


52  yrs  old 


M 


M 


yes:  suicide 


28  vrs  old 


M 


yes:  suicide 


no  age  given 


no  sex 
specified 


>ee  continuation  of  "Table  3:  DMH  Internal  Investigations  Case  Files:  Details"  on  page  2. 


knmonAit    M 


Tabic  3:  1993  DMH  Interna!  Investigation  Case  Tiles:  Details 

Of  hen  BaaLpiagflosis,  In-    ;  Medteal 


i 


Pace  2 


HPAGTf8e 


;  Caase  of  Death  or 


DMH '93. "2800/0 


DMH/93/2800/02 


)  ttftMe*reined  due     r caricratloni  Barca«*s  notes,  I  Examiner's 

I^ISffil  Agggpyy,  V^ffej  ;J::.  £M:,£":£ ;'  Report  tocladed 

I  Suicide:  hanging     ,:  -— ■      ^  --.^ 


Age  or; 

Deceased 
Client 


m& 


U:  manner;  OD 


DMH/93/2800/03 


Dx;  phone  report  states  OD 
from  heroin  but  conclusion 
states  morphine/cocaine  OD 


38  vrs  old 


Sex  of 

Deceased 
CItent 

"m 


DMH/93/2800/04        |  Accident:  car  crash  ''" 
DM  H/93/2 800/05 


U:  manner;  drowned        intentional  or  accidental? 

Dx;  client  drunk^driving 
Dx;  Incar. 


yes:  phone  report    ;  40  yrs  old 

ofODbutno 

manner  of  death      I 


yes:  phone  report       32  yrs  old 


M 


j  Natural  Causes. 
Hypertropic 
Cardiomyopathy* 


yes:  aqcidental         ,  46  vrs  old 


M 


_DMHg3/2800/06  "    j  U:  manner  or  cause         Dx 
DM H/93 '2800/07        .  U.  manner;  drowned 


DM  H/93/2 800/08 


U:  manner;  OD 


intentional  or  accidental 
drowning? 

Dx  n 


yes:  natural 
causes 


46  yrs  old 


M 


no  info  available        30  yrs  old 


M 


DMH '93 '2800/09       j  Suicide:  haneiniT 


yes:  undeter- 
mined manner  , 
yes:  OD;undetcr- 
mined  manner 


53  yrs  old 


34  yrs  old 


Dx;  Incar. 


DMH -93 '2800/ 10        '  Suicide:  hancfni 


Dx 


yes:  suicide 


25  yrs  old 


-i 


M 


ves:  suicide 


35  yrs  old 


:,i 


reports  completed  by  the  DMH  Office  of  Internal  Affairs  in  1993. 
F  THE  32  DMH  INVESTIGATIVE  REPORTS  FOR  1993: 

17  DEATHS  WERE  OFFICIALLY  NOTED  AS  HAVING  BEEN  DUALLY  DIACNOSED  CLIENTS 

2  DEATHS  WERE  OFFICIALLY  RULED  "NATURAL  CAUSES" 

13  DEATHS  WERE  OFFICIALLY  RULED  "SUICIDES": 
Of  these  suicides: 

2  were  overdoses 

1  was  by  leaping  in  front  of  an  MBT^  train 

2  were  by  drowning  ?•■  •      ..  *  .,  ,  ■  '         •■  ' 
6  were  by  hanging       ,                        y 
I  was  by  shooting  oneself  with  a  gun i"; 
I  was  by  cutting  wrists    ",'i, 

15  DEATHS  WERE  OFFICIALLY  RULED  "UNDETERMINABLE": 
Of  these  undeterminable  cases: 

6  were  overdoses  as  determined  by  toxicology/autopsy  but  the  medical  examiner  was  unable  to  determ.ne  if  the 
overdose  was  accidental  or  a  suicide.  See  case  numbers: 

DMH/93/2600/02  DM  H/93/2 700/03 

DMH/93/2600/05  DMH/93/2800/02 

DMH/93/2700/OI  DMH/93/2800/08 

1  was  a  hanging  but  the  OIA  investigator  did  not  consult  the  medical  examiner's  report  so  it  could  not  be  concluded 
if  the  hanging  was  a  suicide  or  an  accident.  See  case  number  DMH/93/2200/01 

2  were  drownings  yet  the  medical  examiner  could  not  conclude  whether  or  not  the  drowning  was  an  accident  or 
suicide.  See  case  numbers  DMH/93/2800/03  and  DMH/93/2800/07."  * 

2  were  completely  undeterminable  due  to  lack  of  medical  examiner's  report  and/or  autoBsy  report    The  Bureau 

was  unable  to  ascertain  the  cause  or  manner  of  death  in  reading  these  OIA  death  investigate  reports    See 
case  numbers  DMH/93/2700/02  and  DMH/93/2800/06. 

I  DEATH  WAS  OFFICIALLY  RULI-i)  AN  "ACCENT":  (sec  case  number  DM  H/93/2  800W4)  '' 

The  client  was  a  dual  diagnosis  alcoholic  who  was  killed  in  a  car  crash  as  while  driving  drunk. 

*  » 

I  DEATH  WAS  OFFICIALLY  RULED  A  "HOMICIDE":  (see  case  number  DMH/93/2600/03) 

ZVslZTJT^  ThS\  DMH,C,ient«n8  an  allercali°"  ^  the  Bureau  did  not  receive  any  documentation  of  an 
investigation  of  the  offending  client  and  resulting  action.  Both  clients  lived  in  the  community  at  the  time  of  the  homicide. 

BASED  ON  THE  INFORMATION  SUPPLIED  BY  THE  DEPARTMENT  OF  MENTAL  HEALTH 
THE  HOUSE  POST  AUDIT  AND  OVERSIGHT  BUREAU  CITES  t  . 
26  OF  THE  32  INVESTIGATIVE  CASES  AS  POTENTIALLY  PREVENTABLE 
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